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ack  of  communication  between  professions  — and  between 


sub-groups  of  a single  profession  — is  a major  stumbling 
block  in  the  growth  of  knowledge  and  skills.  An  example  of  this 
is  cited  by  Dr.  D.  G.  McKerracher,  who  in  his  article  (<  Mental 
Health  Needs  the  GP” , illustrates  the  failure  in  communication 
between  psychiatrists  and  general  physicians. 

Although  the  GP  in  his  daily  practice  sees  and  treats  the 
majority  of  psychiatric  problems , he  has  found  difficulty  in  get- 
ting useful  information  from  psychiatrists.  As  Dr.  McKerracher 
suggests , the  reasons  for  this  probably  originate  in  the  mutual 
suspicion  and  hostility  with  which  each  group  regards  the  other. 

' The  solution , as  Dr.  McKerracher  sees  it,  can  be  found  in 
I psychiatrists 9 taking  the  initiative  to  improve  their  consultation 
techniques  and  contacts  with  general  practitioners. 

This  method  of  communication  is  certainly  not  new.  For 
some  years  now,  our  own  Foundation  Medical  Director,  Dr. 
John  D.  Armstrong,  has  conducted  semi-annual  short  courses  for 
physicians;  more  recently,  he  began  a series  of  seminars  in  which 
physicians  meet  with  senior  members  of  the  Foundation's  medical 
staff  to  discuss,  informally , the  management  of  alcoholism  and 
other  addiction  cases. 

This  kind  of  approach,  advocated  by  Dr.  McKerracher,  and 
used  by  the  Foundation,  is  a move  in  the  right  direction.  It  is, 
perhaps,  the  most  successful  way  of  transmitting  the  knowledge 
and  skills  of  specialists  to  those  in  general  practice. 


— N.S. 
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Mental  Health  Needs  the  GP 

by  D.  G.  McKerracher,  M.D.* 


If 


Tt  is  wrong  to  think  of  the  psychiatrist  as  the  only  doctor  treating  yc 
x the  mentally  sick.  The  number  of  anxious,  depressed  and  coq  M* 
fused  patients  in  Canada  who  each  day  consult  psychiatrists,  i id 
probably  less  than  10  per  cent  of  the  number  who  take  theine 
psychiatric  problems  to  their  own  family  physician.  Conse-it 
quently,  I would  like  to  examine  what  the  general  practitioner 
now  does  in  psychiatry  and  explain  why  I believe  it  is  so  essential 
for  the  family  doctor  to  work  more  closely  with  others  in  the 
mental  health  field. 


Our  present  pattern  of  medical  care  has,  in  effect,  produced  r 
two  psychiatries:  one  practiced  by  the  psychiatrist,  the  other  by rac‘ 
the  family  physician.  The  difference  between  them  can  perhaps;  a$l 
be  understood  by  comparing  psychiatry  to  an  iceberg.  The  part  an 
we  see  is  much  smaller  than  the  part  we  don’t.  What  most  people  nor 
see  in  psychiatry  is  the  office,  the  clinic  or  mental  hospital.  The  ;cn 
part  they  don’t  see,  of  course,  is  the  “hidden”  nine-tenths  of  the  >er cer 
iceberg  — the  psychiatry  practiced  by  their  family  doctor  or  GP.ivj^ 


Psychiatrists  vs.  the  GP 


There  are  a number  of  reasons  for  this  dichotomy  and  for  1 
the  lack  of  recognition  of  the  GP’s  role  in  psychiatric  treatment. ' la^ c 
Communication  between  psychiatrist  and  family  doctor  is  poor  I11 
and  each  is  critical  of  the  other.  The  GP  finds  it  harder  to  get  Patier 
useful  information  from  psychiatrists  than  from  surgeons,  intern- 
ists  and  obstetricians.  Many  family  doctors  claim  they  receive  jreSi;: 


re; 

of 


* Dr.  McKerracher,  Professor  of  Psychiatry  at  the  University  of  Saskatchewan, 
Saskatoon,  is  not  only  a recognized  North  American  leader  in  his  own  specialty,  {Uli- 
but  also  a driving  force  in  the  movement  to  bring  psychiatry  closer  to  the  general 
practice  of  medicine.  This  article  is  reprinted  with  permission  from  the  March,  ; ill 
1963  issue  of  Canada’s  Mental  Health,  published  by  the  Mental  Health  Division,  : 
Department  of  National  Health  and  Welfare. 
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le  help  from  the  psychiatrist’s  written  report.  The  specialist's 
er,  they  say,  often  tells  them  what  they  already  know,  or  is  so 
l of  psychiatric  jargon  that  it  can’t  be  understood.  To  supple- 
nt  their  written  reports,  surgeons  often  chat  with  family 
ctors  in  hospital  corridors  or  at  medical  meetings,  but  the 
i ^chiatrist  is  seldom  available  for  these  informal  communica- 
ns.  Some  physicians  express  a bigotted  opinion  of  psychiatry 
; d psychiatrists  through  deprecating  jokes  and  belittling  remarks, 
ley  deface  the  medical  student’s  image  of  psychiatry,  snuffing 
i t any  interest  that  he  or  she  may  have  in  post-graduate 
a ychiatric  training. 

1 

But  the  fact  remains  that  all  types  of  mentally  disordered 
ople  come  to  their  family  doctors  for  help:  psychotics,  neuro- 
ns and  mental  defectives,  as  well  as  those  with  psychosomatic 
>mplaints.  If  you  ask  the  doctors  how  much  psychiatry  they 
M actice  their  estimates  differ  widely.  Three  years  ago  in 

2 iskatoon  eight  GPs  were  asked  how  many  of  their  patients 
ime  because  of  mental  disorder.  One  estimated  18  per  cent, 
lother  64  per  cent,  with  the  other  replies  somewhere  in  between. 

< ertainly  it  would  seem  reasonable  to  assume  that  at  least  25 
if  3r  cent  of  a family  doctor's  practice  deals,  in  one  way  or  other, 
} ith  psychiatric  problems. 

IPs  Refer  Few  Psychiatric  Patients 

Probably  the  family  doctor  does  his  best  psychiatry  when  he 
t >as  close  contact  with  a consultant.  Yet  in  actual  practice,  no 
r amily  doctor  refers  more  than  10  per  cent  of  his  psychiatric 
r >atients.  Some  refer  none.  All  give  a wide  variety  of  reasons  for 
. eferring  so  few.  The  most  common  reason  is  that  many  patients 
esent  becoming  a psychiatric  referral.  In  other  cases  sometimes 
■eassurance,  with  or  without  a pill,  is  enough  to  remove  evidence 
>f  anxiety.  In  general,  family  doctors  treat  most  of  their  neurotic 
patients,  some  menopausal  depressions,  and  many  old  people 
with  senile  symptoms.  The  majority  of  GPs  refer  only  the 
patient  who  does  not  improve,  the  one  who  troubles  or  frustrates 
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him,  such  as  the  suicidal  patient,  and  also  some  demented  senil( 
and  others  who  are  frankly  psychotic. 


ii' 


A 


Some  family  doctors  enjoy  treating  patients  with  psychiatr 
problems.  They  take  great  pride  in  their  psychotherapeutic  tec! 
niques,  most  of  which  are  self-taught.  Yet,  despite  this  ment; 
health  interest,  it  is  difficult  to  find  a family  physician  wh 
admits  interest  in  psychiatry  as  such.  A mental  hospital  supei 
intendent  once  told  me  that  he  had  offered  $50  per  half  day 
any  GP  wyho  would  work  in  his  hospital.  He  had  no  taker: 
Even  when  psychiatric  wards  of  general  hospitals  accept  GPs  ^ 
there  are  few  applicants. 


co* 


Cradle-to-Grove  Psychiatry? 


{a 


* 


Psychiatrists,  in  turn,  reciprocate  the  hostility  they  receive 
from  the  GP  and  often  belittle  his  psychiatric  skill.  In  a recemi 
survey  of  50  professors  of  psychiatry,  40  opposed  the  suggestion 
that  some  GPs  might  properly  treat  their  own  patients 
psychiatric  units  of  general  hospitals  under  specialist  supervision,  J 
Yet,  it  is  quite  unrealistic  for  psychiatrists  to  believe  that  special 
ists  could  or  should  treat  all,  or  even  most,  of  the  patients  whq 
have  psychiatric  disorders.  Even  if  psychiatrists  tried  to  take  all 
the  psychiatric  patients  away  from  the  family  doctors,  they 
couldn’t.  The  family  doctors  wouldn’t  let  them  go.  Nor  would 
all  mentally  disturbed  patients  want  to  go  to  psychiatrists;  nor 
would  it  be  a good  thing  if  they  did.  And  of  course  there  never 
could  be  enough  psychiatrists  to  handle  all  of  the  anxious 
depressed  and  confused  people  seeking  professional  help. 


Assuming  that  the  family  doctor  will  survive  (a  safe  asser- 
tion, despite  some  pessimistic  predictions  that  he  won’t),  what 
will  he  do  about  psychiatry  in  the  future?  Before  there  were 
psychiatrists,  each  family  doctor  had  to  look  after  his  own  con 
fused,  depressed  and  anxious  patients.  The  advent  of  psychiatry 
as  a medical  specialty  has  neither  removed  these  patients  from 
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is  practice,  nor  given  him  much  help  in  dealing  with  them, 
iurely  it  was  wrong  to  think  that  specialists  could  ever  provide 
veryone  with  cradle-to-grave  psychiatry. 


Cooperation  in  the  General  Hospital 

ei  Why  not  admit  that  psychiatry  is  an  important  part  of  general 
Dractice?  Instead  of  trying  to  relieve  the  GP  of  his  psychiatric 
•esponsibilities,  why  not  help  him  handle  them  better?  Surely 
:he  family  doctor  gets  the  most  help  from  a consultant  when  he 
works  with  him  in  diagnosing  and  treating  a patient.  In  the  past 
this  cooperation  has  usually  occurred  in  the  community,  but 
could  it  not  also  be  arranged  in  hospital?  Of  course,  it  could,  if 
family  doctors  could  admit  patients  to  psychiatric  units  in  general 
hospitals. 

For  the  past  three  years,  Saskatoon  general  practitioner,  Dr. 
W.  S.  McCorkell,  has  treated  his  own  psychiatric  patients  in  the 
psychiatric  unit  of  the  University  Hospital.  During  this  period 
he  admitted  and  treated  64  mental  patients,  more  than  half  of 
whom  were  psychotic.  Sixty-one  were  discharged  to  the  com- 
munity after  an  average  stay  of  21  days,  and  most  of  them  still 
remain  there.  By  working  closely  with  psychiatrists  on  his  own 
patients,  Dr.  McCorkell  has  not  only  developed  an  interest  in 
treating  psychiatric  conditions,  but  a proficiency  as  well.  Perhaps 
GPs  can  be  taught  more  psychiatry  in  a psychiatric  ward  than  in 
a lecture  hall! 

Many  GPs  say  they  would  welcome  the  chance  to  admit  and 
treat  their  own  psychiatric  patients  under  specialist’s  supervision 
in  general  hospital.  Since  in  Canada  the  general  hospital  is  the 
GPs’  everyday  workshop,  surely  this  is  worth  a serious  trial. 
Under  such  a system  the  family  doctor  would  retain  more  of  the 
psychiatric  patients  he  now  refers  to  the  specialist.  Even  if  the 
family  doctor  could  not  work  in  the  psychiatric  unit,  with  help 
he  could  at  least  do  more  of  the  out-patient  therapy  on  his  own 
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patients.  Then  again,  even  if  it  is  probably  true  that  many  GPs^ 
hope  never  again  to  see  some  of  the  psychiatric  patients  they1111 
refer,  most  of  them  would  be  willing  — in  fact  would  likely 
prefer  — not  to  refer,  if  specialist  psychiatric  consultation  werePa 
readily  available. 

,afi 
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Psychiatrist  Must  Take  Initiative 

Steps  to  improve  the  organization  of  psychiatric  care  must  be 
initiated  by  the  psychiatrist  — but  the  GP  can  be  his  most  effec-  ^ 
tive  ally.  Working  together,  they  will  both  need  help  from  others, 
including  the  social  worker  and  public  health  nurse.  This  must  p 
be,  since  treating  psychiatric  patients  in  hospital  or  community  is  ^ 
truly  a team  job.  The  psychiatrist  may  be  the  quarter-back,  but 
others  must  carry  the  ball  as  well. 


How  can  the  GP  be  prepared  for  this  mental  health  work? 
How  can  he  be  encouraged  to  carry  it  on?  Since  emotionally 
disturbed  patients  are  an  inevitable  part  of  a doctor’s  practice, 
he  must  become  as  skilled  as  possible  in  psychiatric  diagnosis 
and  treatment.  During  the  last  war  many  physicians  with  no 
previous  psychiatric  interest,  and  perhaps  initially  with  no  special 
aptitude  for  it,  had  to  treat  mentally  ill  soldiers,  and  they  became 
quite  good  at  it.  But  today  we  must  begin  in  medical  school. 
Psychiatrist  and  family  doctor  need  to  establish  closer  ties  and 
combine  their  efforts  with  other  professional  workers.  For  his 
part  in  the  work,  the  family  physician  should  receive  proper 
recognition  and  compensation. 
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We  should  tell  the  medical  student  that  in  practice  he  will 
have  to  diagnose  and  treat  many  patients  with  mental  disorder. 
Consequently,  he  will  need  to  acquire  considerable  knowledge 
and  a degree  of  skill  in  psychiatry  even  before  he  graduates. 
And  unless  he  does,  perhaps  he  ought  not  to  graduate.  The 
undergraduate  needs  supervised  instruction  in  psychiatric  inter- 
viewing and  should  have  a chance  to  learn  diagnosis  and  treat- 
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3 nent  under  skilled  supervision.  Both  medical  students  and 
, nternes  must  learn  the  important  art  of  listening.  Even  in  a 
>usy  office  practice,  with  time  rationed  at  10  minutes  for  each 
patient,  the  doctor  must  heed  Osier’s  gentle  reminder  to  let  the 
patient  tell  what’s  wrong.  Of  course,  the  family  doctor  cannot 
rfford  the  psychiatrist’s  hour-long  interviews.  But  he  usually 
doesn’t  need  them.  He’s  likely  known  his  patient  for  years  and 
doesn’t  require  the  same  time  to  establish  rapport  and  secure 
information.  His  psychotherapy  will  be  more  superficial  than 
the  specialist’s,  but  his  long  association  with  the  patient  and  his 
family  has  usually  built  up  patient-confidence  and  provided  him 
with  invaluable  background  knowledge,  so  essential  to  under- 
standing and  dealing  with  the  conflicting  forces  of  mental  ill- 
health. 


Need  to  Improve  Communications 

The  psychiatrist  must  also  take  the  initiative  to  improve 
communication  with  the  family  physician.  To  work  more  closely 
with  family  doctors,  some  psychiatrists  have  organized  general 
practice  seminars  on  a semi-social,  semi-professional  basis. 
Several  year  ago  Balint  started  such  meetings  in  London,  and 
recently  in  Nottingham,  MacMillan  set  up  weekly  discussions 
with  family  doctors.  But  the  most  fruitful  communication  and 
the  best  teaching  arises  during  the  discussion  of  a case  where  the 
psychiatrist  is  a consultant.  Because  of  their  great  preoccupation 
with  treatment,  many  psychiatrists  set  aside  too  little  time  for 
consultations  with  family  doctors  and  other  professional  com- 
munity workers.  As  a result,  many  psychiatrists  forget  this  con- 
sulting role  and  act  like  general  practitioners  of  psychiatry.  Is  it 
any  wonder  that  conflicts  over  role  so  often  arise  between  psy- 
chiatrists, general  physicians,  and  social  workers? 

Future  mental  health  programs  will  require  closer  coopera- 
tion between  psychiatrists,  family  doctors  and  the  other  helping 
professions  such  as  social  workers  and  public  health  nurses.  By 
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realizing  his  own  debt  to  these  community  colleagues,  the  j 
psychiatrist  could  be  most  useful  in  working  more  closely  within 
these  professionals  in  caring  for  the  mentally  sick.  In  Britain,! lac 
for  example,  the  local  authority  home  visitors  are  often  housed  j the  F 
in  the  same  office  with  the  GPs.  Many  Canadian  GPs  have  told  to 
me  that  they  would  like  to  work  closer  with  public  health  nurses 1 fe 
and  community  social  workers.  This  collaboration  is  essential  if  J 
the  family  doctor  is  to  do  more  about  the  mental  health  of  his 
patients. 


To  do  his  best  in  the  mental  health  field,  the  family  doctor  of 
today  must  be  given  more  than  training,  and  professionals  in 
caring  for  these  patients  must  also  get  paid.  Because  mental  ill- 
ness often  interferes  with  a patient’s  earning  capacity,  family 
physicians  are  frequently  not  paid  for  their  psychiatric  services. 
They  must  not  be  expected  to  make  a greater  sacrifice  for  treat- 
ing one  patient  as  against  another.  Mental  hospital  super- 
intendents, insurance  plans  and  other  prepayment  agencies  should 
always  bear  this  in  mind.  Family  doctors  should  be  compensated 
for  their  psychiatric  services  in  the  same  manner  as  they  are  for 
other  professional  responsibilities. 


So 
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GPs  Hold  Strategic  Position 

It  is  important  to  realize  that  GPs  always  did  and  always  will 
practice  psychiatry.  They  do  their  best  psychiatry  when  working 
closely  with  psychiartists  and  with  other  mental  health  per- 
sonnel. This  cooperation  usually  occurs  in  the  community  and 
should  be  extended  to  psychiatric  wards  of  general  hospitals.  In 
the  past,  the  family  physician  has  been  excluded  from  the  mental 
health  service  so  that  communication  between  mental  health 
workers  and  family  doctors  has  been  very  poor.  Mental  health 
workers  must  repair  this  breach.  The  GP  holds  a strategic  posi- 
tion in  mental  health  and  we  must  help  him  get  the  training  and 
support  he  needs. 
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e Psychiatrists  must  improve  their  technique  in  consultation 
nd  not  let  their  interest  in  therapy  crowd  out  consultation  con- 
; acts  with  general  practitioners.  It  is  trite  but  true  to  say  that 
1 he  problems  of  the  mental  health  field  can  only  be  solved 
J hrough  team  work.  We  must  see  that  the  family  physician  has 
i iis  proper  place  on  the  mental  health  team.  ■ 
f 
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Social  Sciences  and  Mental  Health 

by  C.  E.  A.  Robinson , M.D.,  D. Psych* 

T)ublic  health  workers  cannot  ignore  the  social  sciences,  or  if 
; A they  do,  it  is  at  their  peril.  This  is  because  illness  (and  health) 
is  not  only  somatic,  nor  psychosomatic,  but  it  is  socio-psychoso- 
matic  in  nature.  The  sick  person  is  complaining  not  only  of 
discomfort  or  of  a swelling,  but  his  feelings  are  disturbed,  and 
depending  on  his  social  environment,  he  will  express  this  distress 
in  various  ways.  Depending  on  the  religious  and  social  values  of 
the  community  in  which  he  lives,  he  may  be  led  to  seek  help  for 
j his  problem  from  a variety  of  health  resources  ranging  from  a 
witch  doctor  to  a physician. 


It  is  known  that  in  the  City  of  Toronto,  every  year,  more 
than  1,000  mentally  ill  patients  are  admitted  to  the  three  govern- 
ment hospitals  serving  this  area.  Where  do  they  come  from?  Do 
f they  come  in  equal  proportions  from  all  sections  of  the  city,  or 


Dr.  Robinson  is  Director  of  the  Division  of  Mental  Health,  Department  of  Public 
Health  of  the  City  of  Toronto.  In  1952,  as  part  of  post-graduate  training  in 
psychiatry,  Dr.  Robinson  spent  six  months  as  a part-time  staff  member  of  the 
Addiction  Research  Foundation  clinic  in  Toronto.  This  article  is  reprinted  from 
the  April,  1963,  issue  of  the  Canadian  Journal  of  Public  Health  with  the  permis- 
sion of  the  author  and  publisher. 
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is  there  a preponderance  of  persons  with  psychotic  illness  in 
certain  parts  of  the  city?  The  answer  to  this  question  is  revealing. 
Approximately  three  times  as  many  patients  who  are  certified 
mentally  ill  come  from  the  two  central  districts  of  the  city  as  do 
from  the  two  most  outlying  districts. 
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Why  This  Difference? 

Why  does  this  occur?  Nobody  knows  for  certain,  but  it  has  L 
been  suggested  by  Faris  and  Dunham,  who  made  a similar  survey 
in  Chicago  in  1939,  that  there  were  more  isolated  and  estranged 
persons  living  in  the  tenement  and  rooming  house  neighbour- 
hoods in  Chicago,  as  compared  with  the  family  dwellings  and 
private  residences  in  the  more  peripheral  suburbs. 

Lf: 

Why,  in  two  neighbouring  countries  like  France  and  Italy,  I1 
where  wine-drinking  is  a prevalent  custom,  do  the  incidence  and  ^ 
nature  of  the  alcoholism  problem  vary  so  sharply?  Again,  why  r‘c 
is  the  sex  ratio  of  alcoholism  among  men  and  women  so  con- 
trasting in  different  countries,  as  in  Canada,  where  the  ratio  is  ; 
five  men  to  one  woman;  England,  where  the  ratio  is  eight  men  re 
to  one  woman;  and  Norway,  where  the  ratio  is  22  men  to  one 
woman?  Is  this  due  to  the  difference  in  the  alcoholic  concen-  [ 
tration  of  the  beverages  consumed,  or  is  it  due  to  a difference  in  c 
the  tissue  susceptibility  of  the  different  racial  groups?  Or,  is  it  i 
due  to  differences  in  child-rearing  practices,  the  social  customs 
and  the  cultural  values  of  the  society  or  country  from  which 
these  statistics  are  reported? 

£ 

|cien 

Again,  why  do  patterns  of  family  separation,  delinquency,  1 
crime,  and  suicide  vary  from  one  country  to  another?  In  the 
past,  the  biological  sciences  have  provided  few  answers  to  these  ! 
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: [uestions.  Is  it  not  likely  that  the  answers  will  be  found  in 
ivestigations  that  are  being  undertaken  now  by  social  scientists? 

As  a mental  health  worker,  there  is  no  doubt  in  my  mind 
hat  the  attitudes  and  values  of  the  family,  the  social  group  and 
ihe  neighbourhood  have  a strong  influence  on  the  incidence  and 
lature  of  mental  illness.  I venture  that  some  of  our  ineffective- 
less  in  the  public  health  education  is  because  we  overlook  the 
;ocial  and  cultural  values  of  the  ethnic  groups  in  the  communi- 
ies  we  serve. 


Social  Scientists  are  Needed 

Psychiatrists  and  psychologists  are  convinced  of  the  impor- 
tance of  social  and  cultural  factors  in  the  production  of  mental 
illness  — so  much  so  that  a definite  viewpoint  or  school  has 
grown  up  among  these  professionals.  The  leading  proponents  of 
this  social  and  cultural  school  are  persons  whom  many  of  you 
know  or  have  read  of,  namely,  Margaret  Mead,  Ruth  Benedict, 
Karen  Horney,  Erich  Fromm. 

It  is  possible  that  this  school  was  organized  in  part  as  a 
reaction  to  the  individual  approach  of  the  early  psychoanalysts 
i — Freud,  Jung  and  Adler.  Of  course,  psychoanalysis  commenced 
in  Europe,  in  Vienna,  in  the  two  decades  at  the  turn  of  the 
century,  when  the  social  sciences  were  not  as  well  developed  as 
they  are  now. 

Mental  health  workers  welcome  and  endorse  the  contribution 
of  social  sciences  to  public  health.  Are  there  enough  social 
scientists  to  go  around?  The  Metropolitan  Planning  Board  of 
Toronto  has  a sociologist  on  its  staff.  If  a city  health  department 
were  to  establish  a position  for  a sociologist,  could  one  be 
obtained?  ■ 
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Police  Handling  of  the  Alcoholic 

by  Julian  Rivo* 


* I ’he  driver’s  breath  had  a definite  trace  of  alcohol.  He 
x appeared  to  be  in  a stupor  on  the  seat  behind  the  steering 
wheel.  The  car  was  badly  damaged.  The  young  policeman  at  the 
scene  phoned  headquarters.  He  asked  for  a tow  truck  to  remove 
the  wreck  and  for  the  paddy  wagon  to  remove  the  driver  to  the 
tank  to  sleep  it  off.  The  next  morning,  jail  guards  found  the 
driver  dead.  A medical  examination  showed  he  had  died  of 
internal  bleeding  and  shock  resulting  from  the  accident.  The 
autopsy  also  showed  he  was  not  drunk.  Later,  a police  check  of 
his  whereabouts  before  the  accident  indicated  he  had  one  bottle 
of  beer  — just  enough  to  color  his  breath.  Obviously,  if  the 
police  had  called  an  ambulance  to  the  scene  instead  of  the  patrol 
wagon,  the  driver’s  life  could  have  been  saved.  This  story  is  not 
unusual.  Nearly  every  large  police  and  Sheriff’s  department  in 
the  country  has  at  least  a similar  case  in  its  records. 


Alcohol  or  Injury? 

One  of  the  biggest  obstacles  in  handling  intoxication  is  that  it 
is  often  difficult  to  distinguish  between  the  effect  produced  by 
alcohol  or  drugs  and  that  produced  by  injury  or  illness.  Some  of 
these  other  conditions  are: 

1.  Diabetics  — need  insulin  and  oxygen  as  quickly  as 
possible.  He  may  have  alcohol  on  his  breath.  You 
may  also  smell  a peculiar  sweetish  odor  which  is  due 


* Mr.  Rivo,  formerly  Director  of  the  Erie  County  Law  Enforcement  Training 
Academy,  Buffalo,  New  York,  is  presently  an  associate  training  technician  with 
the  Municipal  Police  Training  Council,  State  of  New  York.  A well  trained  and 
experienced  law  enforcement  officer,  he  attended  the  Yale  Summer  School  of 
Alcohol  Studies  in  1957.  This  article  originally  appeared  in  the  April-June,  1961, 
issue  of  Challenge,  published  by  the  Alabama  Commission  on  Alcoholism. 
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to  a substance,  acetone,  which  has  accumulated  in  his 
blood. 

2.  High  blood  pressure  — sometimes  irrational. 

3.  Brain  tumors  — strange  spells. 

4.  Epileptics  — sometimes  wander  about  for  hours  in  a 
confused  state  or  may  become  violent  for  brief  periods. 

5.  Head  Injuries  — nothing  happens  at  the  time  of  acci- 
dent, but  just  enough  happens  to  start  some  bleeding 
under  the  covering  of  the  brain.  If  bleeding  continues, 
a clot  forms  which  may  press  on  the  brain. 

6.  Carbon  monoxide  poisoning  — person  is  cherry  red. 

An  officer  must  understand  the  fate  of  alcohol  in  the  body, 
that  is,  its  metabolism,  for  this  would  help  him  to  know  when  he 
is  handling  an  alcoholic  who  might  need  immediate  medication. 
A few  minutes  after  an  alcoholic  beverage  is  drunk,  alcohol 
appears  in  the  blood  and  it  continues  to  be  present  until  it  is 
oxidized  or  burned  (90  per  cent),  or  eliminated  in  the  breath  or 
urine  (10  per  cent). 

Breath  Odor  — A Poor  Guide 

Breath  odor  is  of  little  assistance  in  determining  whether  or 
not  a person  is  intoxicated  since  cheap  wines  and  beer  produce 
the  most  offensive  odors.  Pure  vodka  has  little  or  no  breath 
aroma  and  pure  alcohol  is  itself  virtually  odorless.  The  new 
chlorophyll  gums  and  tablets  can  sweeten  the  foulest  breath  so 
that  a seasoned  officer  is  unable  to  detect  the  faintest  trace  of 
drinking.  Paradoxically,  this  is  one  area  in  which  an  officer  can 
give  an  expert  opinion  in  court. 

The  police  officer  is  not  expected  to  fulfill  the  function  of  the 
physician,  psychologist  or  social  worker,  but  to  carry  out  the 
functions  of  his  office,  he  should  make  every  effort  to  distinguish 
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between  the  chronic  alcoholic  and  the  person  who  occasionally  joe 
has  too  much  to  drink.  By  knowing  how  to  recognize  and  handle 
each  properly,  the  law  enforcement  officer  can  do  much  to  help  L 
these  persons  or  at  the  very  least,  to  do  nothing  to  worsen  the  ^ 


situation  or  contribute  to  death. 


POP 


Police  officers  in  their  daily  duties  have  continuous  contact 
with  alcoholics.  Any  officer  who  possesses  practical  knowledge 
of  the  many  problems  of  alcohol,  and  also  knows  a little  about 
the  care  and  treatment  of  alcoholics,  will  be  able  to  help  these 
unfortunate  people.  The  alcoholic  has  a reputation  for  a lack  of 
cooperation  and  he  requires  a different  kind  of  approach  which 
demands  a great  deal  of  patience  and  fortitude  on  the  part  of  the 
officer  who  is  called  upon  to  handle  him.  To  the  law  enforcement 
officer,  the  importance  of  the  excessive  use  of  alcohol  revolves 
primarily  around  the  behavior  aspect. 
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Alcohol  and  Crime  — A Close  Correlation 

Some  people,  in  attempting  to  blame  alcohol  for  the  woes  of 
the  crime  problem  in  our  country,  use  the  cause  and  effect 
relationship  — for  example,  John  Doe  steals  a car;  John  Doe  is  a 
drinker;  therefore,  alcohol  is  the  cause  of  his  stealing  the  car. 
No  analysis  of  the  person’s  breath,  blood,  or  urine  is,  however, 
made  at  the  time  the  person  steals  the  car.  There  is  little  question 
that  a close  correlation  exists  between  excessive  drinking  and 
crime,  although  a direct  cause  relationship  is  difficult  to  establish 
in  a large  percentage  of  cases. 
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A close  look  at  statistics  for  1959  in  the  Uniform  Crime 
Report,  published  by  the  F.B.I.,  containing  the  national  crime 
figures,  will  show  that  a substantial  portion  of  all  arrests  are 
made  due  to  the  excessive  use  of  alcohol.  During  1959,  in  1,789 
cities  of  over  2,500  in  population  (a  total  population  of  over  56 
million),  there  were  2,612,704  arrests  for  crimes.  Of  this  total, 
1,011,427,  or  42.5  per  cent,  were  for  drunkenness.  This  figure 
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loes  not  include  109,678  arrests  or  4.2  per  cent  for  driving  while 
ntoxicated,  or  the  323,353  or  12.4  per  cent  for  disorderly  con- 
luct,  most  of  which  were  undoubtedly  for  drunkenness.  These 
figures  do  not  vary  a great  deal  from  areas  with  less  urban 
copulation  where  the  arrests  for  1,373  cities  of  under  2,500 
versons  (a  total  population  of  about  25  million),  show  that 
ilmost  890,000  or  35  per  cent  of  arrests  in  these  cities  were  for 
Irunkenness,  95,000  or  four  per  cent  for  driving  while  intoxi- 
cated, and  275,000  or  12  per  cent  for  disorderly  conduct.  Such 
arrests  in  Chicago  for  drunkenness  annually  number  over  50,000: 
in  the  District  of  Columbia,  40,000;  and  in  both  Los  Angeles  and 
San  Francisco,  close  to  100,000. 


New  York's  Approach 

In  New  York  State,  arrests  for  drunkenness  in  most  instances 
are  made  under  Section  1221  of  the  Penal  Law  dealing  with 
public  intoxication,  or  Section  722,  Subdivision  2 of  the  Penal 
Law  dealing  with  disorderly  conduct.  The  latter  is  generally  a 
breach  of  the  peace,  coupled  with  being  offensive  to  other  people. 
New  York  city,  curiously,  presents  a sharp  contrast  with  other 
cities  in  the  matter  of  arrests  for  drunkenness.  Currently,  the 
annual  number  of  arrests  is  in  the  neighbourhood  of  15,000  per 
year,  or  approximately  three  per  cent  of  the  total  number  of 
arrests  made  for  all  crimes. 

Section  1221  of  the  Penal  Law,  by  its  express  language,  is 
not  applicable  to  New  York  city.  The  explanation  as  to  why 
New  York  city  uses  the  penal  approach  to  this  problem  less  than 
other  cities  can  be  found  in  the  greater  emphasis  placed  by  the 
city  over  the  years  on  the  welfare  approach  to  this  problem. 
There  is  certainly  no  moral  justification  for  trying  to  solve  human 
degradation  by  penal  process.  Historically,  the  attempt  has 
proved  futile.  It  is  cruel  and  unjust  to  those  involved. 
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Officers  should  aways  realize  alcoholism  and  drunkenness 
are,  in  fact,  entirely  different  matters.  Drunkenness  is  one  of  the 
visible  manifestations  of  alcoholism,  but  it  certainly  does  not 
follow  that  all  persons  who  get  drunk  are  alcoholics.  There  are 
many  persons  who  consume  alcoholic  beverages  before,  during 
and  after  dinner,  and  even  through  an  entire  evening,  in  a special 
setting,  with  select  companions.  With  such  a session,  the  indivi- 
dual feels  quite  high  or  even  drunk.  This  type  of  drinking  may 
be  indulged  in  rather  often  and  for  many  years,  but  still  it  can  be 
stopped  without  too  much  effort  and  without  producing  mental 
and  physical  discomfort.  The  heavy  drinker,  in  contrast  with  the 
alcoholic,  does  not  develop  any  noticeable  change  in  his  behavior; 
the  individual  who  is  an  alcoholic,  on  the  other  hand,  has  no 
control  over  his  drinking  after  he  once  indulges  in  a few  drinks. 
He  does  not  employ  any  discretion  in  choosing  his  beverage,  nor 
is  he  particular  in  the  place  or  companions  he  chooses  for  his 
drinking.  His  chief  objective  is  in  his  drinking  rather  than  in 
friendliness  or  social  consideration. 


Most  Alcoholics  Never  in  Contact  with  Police 

The  Alcoholism  Subcommittee  of  the  Committee  on  Mental 
Health  of  the  World  Health  Organization  adopted  this  definition 
of  alcoholism:  “The  condition  includes  those  excessive  drinkers 
whose  dependence  upon  alcohol  has  attained  such  a degree,  that 
it  shows  a noticeable  mental  disturbance  or  an  interference  with 
their  bodily  or  mental  health,  their  interpersonal  relations  and 
their  smooth  social  and  economic  functioning.”  Surveys  indicate 
there  are  between  four  and  a half,  and  five  million  alcoholics  in 
the  United  States  today.  An  analysis  of  the  total  group  of  known 
alcoholics  indicates  that  about  one  million  of  these  have  reached 
a stage  in  their  disease  in  which  there  are  serious  medical  and 
psychiatric  problems. 

It  is  estimated  that  not  more  than  10  to  20  per  cent  of  the 
four  and  a half  to  five  million  problem  drinkers  ever  come  in 
contact  with  the  police.  Alcoholics  in  the  early  and  middle  stages 
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*f  the  disease  rarely  come  to  the  attention  of  the  law  enforce- 
lent  officials.  Thus,  penal  measures  reach  only  the  homeless, 
iocial  misfit  group  of  drinkers  and  others  whose  alcoholism  is 
iar  advanced.  As  nearly  everybody  knows,  the  attempt  to  arrest 
; alcoholism  by  punitive  measures  has  been  a total  failure.  The  city 
>f  Buffalo  has  over  1,000  chronic  homeless  alcoholics  who  cost 
Buffalo  and  Erie  County  over  $1,000,000  a year.  One  particular 
ilcoholic,  age  69,  has  been  sentenced  to  Erie  County  Penitentiary 
04  times  since  1905  on  charges  of  intoxication,  disorderly  con- 
luct  and  vagrancy.  This  particular  person,  in  prison  maintenance 
done,  has  cost  the  county  taxpayers  over  $10,000.  Recidivism 
imong  persons  arrested  and  sentenced  for  intoxication  has  been 
i matter  of  concern  to  all  law  enforcement  agencies,  but  just  by 
alking  about  the  problem  and  presenting  statistics,  we  will  not 
)e  coming  closer  to  the  solution  of  it. 

Most  of  the  alcoholics  with  whom  police  come  in  contact 
may  be  on  Skid  Row,  but  these  do  not  by  any  means  represent 
the  total  picture.  Skid  Row  alcoholics  represent  only  about  10 
per  cent  of  the  alcoholic  population.  The  remaining  90  per  cent 
come  from  a cross  section  of  society  somewhat  hidden  and  pro- 
tected from  the  stigma  and  shame  that  has  been  traditionally 
associated  with  compulsive  drinking. 

Firmness  — Not  Abuse 

! Arresting  officers  should  bear  in  mind  that  alcoholics  are  sick 
people.  They  should  be  handled  firmly  but  never  abused.  Chief 
I Judge  Murtaugh  of  New  York  city  referred  to  alcoholism  as  a 
“tragic  human  problem,  psychiatric  in  its  nature,  with  medical 
and  social  aspects,  to  which  penal  procedures  have  been  drearily 
and  futilely  applied.” 

Police  have  had  a negative  attitude  towards  this  disease  for 
years.  We  must  try  to  adopt  a positive  approach  to  rectify  exist- 
ing situations  and  to  prevent  the  problem  from  occurring. 
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Officers  must  understand  what  the  problem  of  alcoholism  is  so 
that  they  can  properly  handle  the  individual  with  whom  they  are 
in  contact.  At  least  two  hours  in  every  basic  police  training 
course  should  be  devoted  to  legal  aspects  of  alcohol  intoxication, 
causes,  treatment  and  symptoms  of  alcoholism.  Such  instruction 
should  include  information  on  drugs  administered  to  help  an 
alcoholic  avoid  drinking.  The  officer  should  know  what  rehabili- 
tation sources  are  available  in  the  community.  The  officer,  as  far 
as  humanly  possible,  must  be  helped  by  extensive  training,  to 
determine  if  a man  is  simply  drunk  and  requires  punishment,  or 
an  alcoholic  who  requires  medical  help.  The  police  officer  who 
attempts  to  understand  what  alcoholism  is,  can  be  of  invaluable 
help  to  his  community.  If  he  is  observant,  he  can  spot  many 
problems  before  they  arise  and  direct  an  alcoholic  to  a source  of 
information  and  help. 


Police  Officers  Can  Help 

The  law  enforcement  officer  is  not  the  only  one  who  is  mis- 
informed. Many  a doctor,  clergyman,  social  scientist  and  judge 
wallows  in  the  mire  of  fallacious  beliefs.  Yet  this  need  not  con- 
tinue. Existing  knowledge  gathered  from  scientific  investigations 
of  alcoholism  can  be  had  for  all  persons.  Of  course,  this 
necessitates  taking  the  time  and  the  effort  to  acquire  the  facts 
about  alcoholism.  There  has  been  a tremendous  improvement  in 
Erie  County  since  the  course  Seminar  on  Care  and  Custody  of 
Intoxicated  Persons  was  included  in  January,  1956,  in  the 
curriculum  of  the  Basic  Recruit  and  Basic-In-Service  Courses. 

Education  is  the  first  step  in  the  practical  application  of 
scientific  information  on  alcoholism.  Expanded  efforts  in  edu- 
cation and  the  dissemination  of  factual  information  on  alcoholism 
is  the  responsibility  of  state  and  local  alcoholism  committees. 
Only  with  this  knowledge  and  training  will  an  officer  be  able  to 
cope  with  the  many  problems  which  multiply  with  the  mis- 
handling of  even  one  case.  If  society  has  failed  so  that  the 
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►roblem  has  been  foisted  on  law  enforcement  agencies,  we  must 
ake  the  bull  by  the  horns  and  not  turn  our  backs  on  this  problem 
>f  alcoholism.  ■ 


HIGHWAY  SAFETY  — BLOOD  ALCOHOL  LEVEL 
CLOSELY  RELATED,  COMMITTEE  FINDS 

A blood  alcohol  level  of  0.05  per  cent  for  drivers  of 
motor  vehicles  has  been  recommended  as  “consistent  with 
highway  safety”  by  a special  committee  of  the  Canadian 
Society  of  Forensic  Science,  following  their  tenth  annual 
meeting  in  Ottawa. 

The  report  of  the  committee  notes  the  following  points : 

(a)  a high  proportion  of  persons  killed  in  traffic  accidents 
have  blood  alcohol  levels  of  0.10  per  cent  and  over; 

(b)  the  probability  of  a driver  being  involved  in  a motor 
vehicle  accident  increases  as  his  blood  alcohol  con- 
centration increases; 

(c)  further  research  is  essential  to  augment  our  knowl- 
edge concerning  the  types  of  drinking-driving  behavior 
which  contribute  to  Canadian  road  traffic  accidents; 

(d)  there  is  indisputable  scientific  evidence  that  a car 
driven  by  a person  who  has  a blood  alcohol  level  of 
0.10  per  cent  or  higher  is  a danger  to  others  using  the 
roads.  However,  since  impairment  of  driving  occurs 
in  some  drivers  at  a blood  alcohol  level  of  0.05  per 
cent,  this  is  the  highest  level  that  can  be  accepted  as 
consistent  with  highway  safety. 
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Community  Consultation 
in  Eastern  Ontario 
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by  William  A.  McClure , B.A.,  B.S.W.* 
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'"The  community  consultation  program  established  by  the  Ottawa 
branch  of  the  Alcoholism  and  Drug  Addiction  Research 
Foundation  of  Ontario  was  undertaken  with  three  major  goals  in 
mind:  through  contact  with  agencies  in  the  smaller  communities 
of  Eastern  Ontario,  the  Foundation  could  understand  the  kinds 
of  problems  these  agencies  face  in  dealing  with  alcoholics;  could 
assist  in  the  treatment  and  referral  plans  for  alcoholic  clients; 
and  could  transmit  to  these  agencies  and  to  other  professionals 
in  the  community  information  about  alcoholism  as  it  is  under- 
stood by  the  Foundation. 
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A number  of  provincial  and  state  alcoholism  programs  have 
travelling  clinic  services  operating  from  major  urban  centres  to 
provide  clinical  treatment  for  alcoholics  in  smaller  communities. 
In  this  way,  various  referring  professionals  may  become  involved 
with  the  clinical  team  in  treatment  planning  for  people  with 
alcohol  problems.  One  obvious  disadvantage  of  this  kind  of 
program  is  the  probability  that  the  visiting  clinical  team  will  take 
all  responsibility  for  treatment  because  of  the  desire  of  those 
referring  patients  to  have  these  cases  handled  by  the  visiting 
experts. 
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The  Purpose  of  Consultation 


Throughout  the  literature  on  alcoholism,  there  are  many 
references  to  the  team  approach  and  the  advantage  of  various 


* Mr.  McClure  is  supervisor  of  education  at  the  Ottawa  branch  of  the  Alcoholism 
and  Drug  Addiction  Research  Foundation.  He  developed  the  idea  of  consulta- 
tion between  a specialized  alcoholism  agency  and  community  agencies  in  the 
treatment  of  alcoholism,  and  in  1961,  he  initiated  such  a community  consultation 
program  in  Eastern  Ontario. 
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ofessional  groups  accepting  responsibility  for  activity  in  the 
ild  of  alcoholism  treatment.  It  was  felt  that  one  of  the  best 
ays  of  encouraging  and  sustaining  activity  on  the  part  of  corn- 
unity  health  and  welfare  agencies  would  be  to  offer  to  them  a 
gularly  scheduled  consultation  service  for  their  professional 
aff.  In  this  program,  the  consultant  would  not  see  the  alcoholic, 
it  would  meet  on  a scheduled  basis  with  the  agency  staff  mem- 
sr  working  with  the  client.  He  would  advise  on  matters  of 
chnique  and  understanding  alcoholism,  but  not  on  matters  of 
*ency  policy  or  procedure.  The  clinical  resources  of  the  Ottawa 
ranch  would  only  be  used  in  those  instances  where,  in  the 
pinion  of  the  consultant  and  the  agency,  sufficient  resources 
rere  not  available  in  the  local  community  for  diagnosis  or 
eatment. 

The  consultant  himself  became  familiar  with  the  resources  in 
le  communities  of  Eastern  Ontario,  and  established  a good 
orking  liaison  with  members  of  Alcoholics  Anonymous  in  each 
ommunity.  Every  encouragement  was  offered  to  the  local  health 
nd  welfare  agencies  to  make  maximum  use  of  local  community 
^sources  and  to  familiarize  themselves  with  services  offered  in 
le  field  of  alcoholism.  Particular  direction  was  given  to  agencies 
) have  members  of  staff  attend  A. A.  meetings  and  become  per- 
onally  familiar  with  a member  of  A.A.  on  whom  they  might 
all  for  assistance  and  guidance. 

nvolving  Local  Agencies 

! The  approach  to  each  community  was  on  an  informal  basis 
— visiting  the  agencies,  describing  the  work  of  the  Foundation  in 
Ontario  and  the  activity  of  the  Ottawa  branch  in  Eastern  Ontario, 
nquiries  were  made  as  to  the  number  of  alcoholics  that  the  local 
igencies  felt  that  they  had  in  their  caseloads,  and  the  kinds  of 
>roblems  that  these  particular  clients  presented  to  the  agency. 
\n  attempt  was  made  to  understand  the  agency’s  role  in  this 
immunity,  and  the  way  in  which  it  saw  and  attempted  to  handle 
he  problem.  Mention  was  made  of  the  possibility  of  establishing 
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some  kind  of  consultation  service,  and  the  agency’s  feelings  in  $ 
this  regard  were  explored  with  the  director  and  supervisory  staff. 

The  possibility  of  establishing  preliminary  seminars  and  work-  D' 
shops  on  alcoholism  was  also  raised,  and  in  most  instances  these  ^ 
were  undertaken.  In  this  way,  the  professional  staff  of  the  agency  ^ ‘ 
could  be  engaged  initially  in  a general  discussion  of  alcoholism  ^ 
leading  to  actual  case  consultations  in  which  the  involvement  was  - 
sustained  not  only  by  interest  but  by  activity. 


When  seminars  and  workshops  were  convened,  the  consultant 
attempted  to  involve  members  of  A.A.  in  the  program  to  indicate 
the  kind  of  cooperation  that  could  be  possible.  In  many  instances, 
such  cooperation  already  existed,  and  agencies  already  were 
familiar  with  Alcoholics  Anonymous  and  making  use  of  it.  The 
consultant,  in  the  seminars  and  workshops,  attempted  to  get 
further  information  and  understanding  of  the  agencies’  problems 
in  working  with  alcoholics,  rather  than  using  the  whole  time 
attempting  to  tell  the  group  of  how  the  Foundation  thought 
alcoholics  should  be  treated.  The  principle  of  beginning  where 
the  local  agency  is  seems  to  be  one  of  the  key  factors  in 
stimulating  and  encouraging  their  interest. 


How  the  Consultation  Service  Works 


To  date,  thirteen  agencies  in  Eastern  Ontario  communities 
have  been  making  regular  use  of  this  consultation  service.  Others, 
because  of  lack  of  interest  or  serious  staff  shortages,  have  not. 
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The  use  of  Foundation  staff  for  consultation  with  outside 
agencies  provides  a specialized  clinic  with  a clearer  picture  of  the 
kind  of  alcoholic  coming  in  touch  with  these  agencies,  and  the 
problems  faced  by  professionals  in  smaller  communities.  To  date, 
in  excess  of  50  cases  have  been  followed  on  a continuing  basis 
and  we  have  seen  agencies  begin  to  make  more  effective  use  of 
community  resources  and  work  cooperatively  in  planning  treat- 
ment. There  have  been  several  instances  of  two  and  three 
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gencies  working  closely  together  as  a direct  result  of  the  con- 
ultation  service.  Joint  conferences  have  been  held  on  occasion 
avolving  several  community  agencies.  The  kind  of  support  and 
eassurance  the  consultant  can  give  an  agency  assists  it  to  incor- 
►orate  knowledge  about  alcoholism  and  make  use  of  it  on  a 
ontinuing  basis.  Fortunately,  in  most  instances  agencies  have 
een  a client  recover  or  improve  sufficiently  that  confidence  in 
heir  ability  to  help  alcoholics  is  restored. 

One  of  the  prime  problems  faced  by  the  helping  professions 
n working  with  alcoholics  is  the  frustration  and  discouragement 
hey  feel  when  a patient  or  client  fails  to  respond  to  help.  Con- 
inued  interpretation,  support  and  reassurance  seems  to  help 
Lgency  personnel  establish  realistic  goals  and  work  towards  them 
vith  their  alcoholic  clients.  Complementary  to  this  role  of  the 
:onsultant  has  been  the  kind  of  support  and  encouragement  that 
nembers  of  Alcoholics  Anonymous  can  give.  The  simple  fact  of 
neeting  a recovered  alcoholic  and  working  with  him  on  behalf 
)f  other  alcoholics  is  morale  building  in  itself.  The  social  worker 
>r  public  health  nurse  so  involved  can  benefit  immeasurably  both 
n understanding  alcoholism  and  the  appropriate  application  of 
lis  or  her  skills. 


Contacts  and  Education 

An  additional  benefit  from  the  consultation  program  has  been 
ffie  opportunity  to  develop  contacts  and  programs  with  other 
Professionals  in  these  communities.  In  many  instances,  work- 
shops that  have  been  arranged  by  the  Ottawa  branch  have  been 
the  direct  result  of  contacts  made  through  the  consultation  pro- 
gram. Other  interested  people  in  the  smaller  communities  have 
:ontacted  the  consultant  and  arranged  special  programs  for 
hospital  nurses,  probation  officers,  and  so  on.  Also,  many 
interested  doctors,  lawyers,  school  teachers  and  magistrates  have 
been  approached.  Group  and  individual  educational  opportuni- 
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ties  have  arisen,  thus  furthering  the  general  education  goals  of 
the  Foundation. 

In  respect  to  opportunities  in  case  consultation  to  educate 
professionals  regarding  alcohol  problems,  it  seems  apparent  that 
there  is  a great  deal  to  be  accomplished.  Attention  focussed  on 
activity  with  alcoholics  provides  the  agency  person  with  an 
opportunity  to  obtain  and  apply  information  in  specific  case 
situations.  It  is  felt  that  maximum  assimilation  of  information 
occurs  when  the  staff  person  is  asked  to  apply  what  he  has 
learned  to  specific  case  material.  Complementing  this  learning 
opportunity  has  been  a distribution  of  professional  literature  to 
agency  personnel  with  subsequent  discussions  of  its  contents  and 
applicability  to  the  situation  in  which  the  agency  finds  itself. 


Consultation  in  the  Smaller  Communities 

The  case  consultation  method  for  community  health  and 
welfare  agencies  seems  particularly  useful  in  the  smaller  com- 
munities.  Here,  with  a scarcity  of  local  resources,  broad  flexible 
policies,  and  a sense  of  identification  with  the  community,  the 
Foundation  may  have  a key  role  in  providing  professional  assis- 
tance to  the  helping  professions.  The  health  and  welfare  agencies 
in  smaller  communities  are  constantly  confronted  with  alcoholics 
and  their  families,  and  rate  alcohol  problems  as  one  of  the 
highest  concerns  in  their  agency  practice.  The  staffs  of  these 
agencies  seem  more  than  willing  to  accept  a treatment  role,  and 
welcome  assistance  from  a specialized  agency  in  guidance  and 
direction  of  case  planning. 

It  is  hoped  that  out  of  this  approach  will  come  greater 
coordination  of  community  services  and  the  establishment  of 
professional  committees  to  plan  such  additional  services  as  seem 
appropriate  for  each  community.  Active  participation  by  existing 
agencies  in  the  planning  and  development  of  services  for  alco- 
holics should  encourage  new  cooperative  approaches  rather  than 
increasing  specialization.  H 
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How  We're  Tackling  Alcoholism 
in  Our  Organization 


by  A Personnel  Director 


*p  until  a couple  of  years  ago,  we  were  blissfully  unaware  that 


^ our  organization  had  any  real  concern  in  the  area  of 
problem  drinking.  We  knew,  of  course,  of  five  or  six  unreformed 
and  unreformable  characters  in  our  midst  — for  whom  everyone 
by  tacit  agreement  covered  up.  One  of  them  was  fired  regularly 
every  six  months  or  so,  but  the  dependable  sympathy  (or  apathy, 
I don’t  know  which)  of  his  boss  always  resulted  in  his  reinstate- 
ment at  the  last  minute.  Another  possessed  security  information 
and  we  were  afraid,  or  so  we  told  ourselves,  to  consider  turning 
him  loose.  A third  we  kept  in  his  office  doing  menial  jobs  and 
slowly  going  to  pieces  — although  his  real  job  involved  travelling 
and  visiting  establishments  in  different  parts  of  the  country.  The 
others  — well,  we  tolerated  them  but  didn’t  depend  on  them. 


Counter-Espionage  Tactics 

Finally,  it  got  through  to  us  that  maybe  the  counter-espionage 
tactics  of  supervisors  were  hiding  the  size  of  the  problem  from 
management.  It  would  seem  that  unless  our  organization  is 
most  unusual  (more  unusual  even  than  we  think  it  is),  we  prob- 
ably conform  with  the  provincial  average  and  have  between  60 
and  120  problem  drinkers  on  our  paylist.  Well,  anyway,  to  make 
a long  story  short,  reality  dawned  for  us,  and  we  said  OK — 
we’ve  got  ’em.  What  do  we  do  about  them?  So  we  started  work- 
ing on  a program  for  dealing  with  problem  drinking. 

Developing  such  a program  is  a tough  job.  It’s  something 
like  making  plans  for  what  you  will  do  if  someone  leaves  the 
henhouse  door  open  and  all  the  chickens  get  out.  There  are  some 
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general  principles  you  can  set  forth  and  follow,  but  you  have  to 
play  it  by  ear  with  each  individual  chicken  in  your  efforts  to  get 
them  back  in.  That’s  the  way  it  is  with  us.  It’s  an  exaggeration 
to  label  what  we  do  in  the  problem  drinking  field  as  a “program”. 
What  we  try  to  do  is  to  follow  a set  of  general  principles  which 
have  been  developed  through  experience. 


Misguided  Kindness  — A Hindrance 

The  first  of  our  principles  concerns  our  attitude  toward  the 
problem  drinker.  The  official  attitude  towards  alcoholism  is  that 
it  is  an  illness.  We  accept  this,  and  we  act  accordingly.  Our 
general  manager  backs  this  view  and  with  decreasing  reluctance, 
it  is  being  accepted  by  other  senior  officers  and  by  departmental 
administrators  generally.  In  fact,  we  were  one  of  the  early  com- 
panies, if  not  the  first  in  our  group,  to  retire  an  alcoholic  on 
grounds  of  ill  health.  But  we  have  come  to  the  conclusion  that 
misguided  kindness  in  following  this  concept  has,  at  times, 
hindered  rather  than  helped  recovery  and  rehabilitation.  All  of 
us  here  are  familiar  with  the  old  attitude  which  resulted  in  the 
supervisor  and  his  friends  covering  up  for  the  problem  drinker, 
and  in  management  giving  him  innumerable  “last  chances”.  Our 
present  attitude  is  that  the  treatment  must  be  a blend  of  kindness 
and  firmness,  but  devoid  of  any  moral  consideration. 

The  second  of  our  principles  is  that  we  must  try  to  uncover 
and  face  up  to  our  problem  as  early  in  the  game  as  possible.  This 
means  we  must  better  inform  our  supervisors  of  the  essential 
features  of  problem  drinking  which  they  should  know  about,  with 
emphasis  on  the  desirability  of  arranging  the  earliest  possible 
treatment.  And  we  have  undertaken  an  educational  program 
aimed  at  achieving  this. 

We  are  carrying  out  this  program  from  the  top  down.  First, 
we  convinced  the  general  manager  (at  least  I think  we  did)  that 
problem  drinking  is  a serious  management  concern,  and  one 
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vhich  warrants  the  use  of  a great  deal  of  the  time  and  energies 
:>f  management  people. 

Next,  we  convened  a meeting  — we’re  an  organization  of 
scientists,  so  we  called  it  a seminar  — over  the  signature  of  the 
general  manager  and  asked  all  our  senior  management  people  to 
attend.  The  purpose  of  the  meeting  was  to  awaken  our  senior 
officers  to  the  realization  that  a problem  of  serious  proportions 
exists  and  that  they  have  responsibilities  for  helping  to  combat 
it.  It  was  also  our  purpose  to  pave  the  way  for  departmental 
seminars  reaching  down  to,  and  including  supervisors.  The  third 
step  in  our  educational  program,  involving  similar  seminars  at 
individual  departmental  levels,  has  now  been  arranged  and  is 
being  carried  out.  In  a year’s  time,  we  have  tentative  plans  for 
a follow-up  and  refresher  by  way  of  further  seminars.  But  our 
decision  as  to  how  we  handle  this  follow-up  will  undoubtedly  be 
governed  by  our  experience  in  this  field  during  the  year  ahead. 


A Flexible  Procedure 

A third  principle  which  governs  our  actions  in  dealing  with  a 
person  for  whom  we  suspect  drinking  has  got  to  the  problem 
stage,  is  that  we  must  try  to  get  him  to  face  up  to  the  fact  and 
seek  help  without  delay.  It’s  often  difficult  to  know  whether  the 
symptoms  evidenced  by  an  employee  indicate  that  he  is  a prob- 
lem drinker,  or  point  to  any  one  of  a variety  of  other  troubles, 
including  psychological  troubles,  mental  illness,  and  so  on.  We 
seek  advice  from  a qualified  medical  doctor  when  dealing  with 
such  a case.  And  usually,  we  follow  up  by  arranging  for  the 
employee’s  examination  by  this  doctor. 

However,  I must  say  that  it  is  here  that  we  play  so  much  of 
our  procedure  by  ear.  Some  employees  realize  something  of  their 
own  problems  and  seek  help,  either  from  the  company  medical 
consultant,  a clinic  specializing  in  the  treatment  of  alcoholism. 
Alcoholics  Anonymous,  or  their  family  physician.  Others 
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may  be  referred  directly  to  one  or  other  of  these  agencies  by 
their  supervisors.  This  is  all  right  as  far  as  we  are  concerned; 
but  we  stress  with  our  supervisors  the  desirability  of  bringing  the 
personnel  department  into  the  picture  immediately,  if  they  choose 
to  follow  this  method.  One  reason  for  this  is  that  the  solution  we 
are  advised  to  adopt  frequently  involves  facing  the  man  with  a 
penalty  (such  as  suspension,  demotion,  or  dismissal)  for  failure  the 
by  the  patient  to  make  adequate  personal  effort.  And  it  is  our 
responsibility  to  see  that  the  penalty  selected  is  reasonable  and 
workable,  and  that  both  the  employee  and  management  are 
properly  protected  when  its  use  is  being  considered. 
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The  Question  of  Penalty 

We  try  to  make  the  matter  of  penalty  one  which  the  employee 
will  really  feel  — but  something  short  of  either  dismissal  or  a 
loss  of  face  which  will  make  the  employee  resign.  We  do  all  in 
our  power  to  make  sure  that  the  employee  understands  what 
management  proposes  to  do  and  that  the  penalty  part  of  it  will, 
in  fact,  be  invoked  if  the  employee  fails  to  live  up  to  the  agreed 
pattern.  And  then,  if  the  employee  does  fail  to  carry  out  his 
effort  honestly  and  conscientiously,  we  do  our  level  best  to  see 
that  nobody  in  the  company  softens,  and  that  the  penalty  sticks. 

You  may  be  interested  in  the  way  we  set  forth  this  infor- 
mation for  the  guidance  of  an  employee,  so  I am  appending  a 
copy  of  the  kind  of  letter  we  write.  We  worked  this  out  in  con- 
junction with  our  medical  consultant,  and  so  far  it  seems  to  fill 
the  bill. 


Our  company  welfare  officer  is  responsible  for  developing  ' 
and  carrying  forward  the  educational  program  I have  referred 
to.  He  is  also  our  personnel  department  advisor  on  what  to  do 
for  and  with  problem  drinkers,  and  he  acts  as  our  liaison  with  the 
various  agencies  who  are  ready  and  willing  to  give  the  assistance 
required. 
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Well,  that’s  about  all  I can  tfiink  of  to  tell  you  about  our 
vork  in  the  field  of  problem  drinking.  But  there’s  one  other 
hing  I’d  like  to  say  about  others  who  work  in  this  field.  I would 
)e  remiss  if  I did  not  pay  tribute  to  the  various  agencies  with 
vhich  this  work  brings  us  in  contact.  There  is  a gratifying  lack 
>f  competitiveness  in  their  efforts.  It  doesn’t  seem  to  matter  to 
hem  how  the  work  is  accomplished  or  which  procedure  is 
:ollowed.  And  they  never  seem  to  say  “Sorry,  I'm  too  busy 
;oday.” 


Sample  of  the  kind  of  letter  sent  to  employees  with  an  alcohol 
problem : 

December  14,  1962. 

Mr.  John  X 
Laboratory  Section 

Program  for  Treatment 

We  have  become  increasingly  concerned  in  the  past 
year  over  your  general  health  and  the  problem  of  alcohol- 
ism with  which  you  are  faced. 

We  understand  that  you  have  been  examined  by 
Dr.  Y.,  our  medical  consultant,  and  that  he  has  prescribed 
treatment  at  a clinic  specializing  in  the  treatment  of 
alcoholism.  We  expect  your  full  cooperation  with  Dr.  Y. 
in  this  matter. 

Absence  from  work  required  for  treatment  will  be 
covered  by  sick  leave  credits  to  the  extent  that  they  exist, 
and  by  annual  leave  or  leave  without  pay  for  any  addi- 
tional periods  required.  All  absences  must  be  covered  by 
leave  slips  certified  by  Dr.  Y.  or  by  the  physician  recom- 
mended by  him.  Treatment  is  to  continue  until  such  time 
as  Dr.  Y.  advises  us  that  it  is  no  longer  necessary. 
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We  will  be  very  interested  in  the  progress  of  this 
treatment  and  will  receive  periodic  reports  from  Dr.  Y. 
The  personnel  department  will  also  be  notified  of  all  dates 
and  times  of  appointments  for  treatment. 

With  regard  to  procedure  on  the  job  during  the  course 
of  treatment  and  until  further  notice,  you  will  be  expected 
to  advise  your  supervisor,  in  person,  whenever  it  is  neces- 
sary to  leave  the  section  during  working  hours.  This 
applies  to  absences  arising  in  conjunction  with  your  work 
as  well  as  those  for  personal  reasons. 

Failure  to  comply  with  all  of  the  above  requirements 
will  result  first,  in  a recommendation  for  demotion  to  the 
minimum  salary  in  your  classification;  and  secondly,  in 
dismissal  if  there  is  repeated  failure  to  comply,  or  if  no 
improvements  result  from  treatment. 

We  sincerely  hope  that  you  will  cooperate  fully  in 
carrying  out  this  program  and  that  the  proposed  treat- 
ment will  result  in  the  full  restoration  of  your  health  and 
performance  of  duties. 

(signed)  General  Manager 


The  above  memorandum  outlining  the  program  to  be 
followed  has  been  discussed  in  the  presence  of 

Supervisor 
Director  Personnel 
on  1962. 

This  memorandum  has  been  read  and  understood  by 
me  and  I agree  to  its  stipulations. 

(to  be  signed  by  problem  drinker)  ■ 


[30] 


he  Development  of  a Social  Program 
Bn  an  Alcoholism  Clinic 

by  Helen  Marshall , M.S.W* 

phe  difficult  rehabilitation  problem  of  helping  patients  to  find 
satisfying  social  outlets  has  long  been  a serious  concern  of 
le  treatment  staff  of  the  Addiction  Research  Foundation  Toronto 
'linic.  In  May  of  1957,  the  clinic  embarked  on  still  another  trial 
xfial  program,  and  I was  assigned  to  promote  it. 

A review  of  some  of  the  literature  on  the  subject  of  pro- 
ramming  in  mental  hospitals,  general  hospitals  and  rehabilita- 
on  centres,  showed  that  the  planners  of  such  programs  have 
sually  excluded  “psychopaths  and  alcoholics”.  In  spite  of  some 
f the  arguments  attempting  to  justify  this  — that  alcoholics 
icked  initiative,  perseverance,  enthusiasm  (thus  undermining 
lorale)  — as  a research  and  treatment  centre  for  alcoholics,  it 
yas  our  job  to  test  this  position  rather  than  to  accept  it. 

Aost  Programs  are  Middle  Class 

Although  many  of  our  patients  have  hobbies  and  interests, 
reative  talents  and  social  assets,  others  have  not  had  time,  along 
vith  their  drinking,  to  fit  into  the  more  usual  recreational  and 
ocial  activities.  For  many,  intoxication  offered  more  “kicks” 
han  sober  activities.  During  their  pleasurable  drinking  days, 
ilcoholics  experience  adventure,  as  well  as  feelings  of  purpose- 
fulness and  worthwhileness,  in  comparison  to  the  futility  and 
nsignificance  of  their  unrewarding  sobriety. 

Alan  Klein,  a social  group  work  therapist,  suggests  that  we 
lave  to  face  the  fact  that  most  social  work  agencies  are  run  by 
middle  class  people  who  uphold  middle  class  values  and  stan- 


Miss  Marshall  is  at  present  a lecturer  at  the  University  of  Toronto  School  of 
Social  Work.  At  the  time  this  article  was  written,  she  was  a psychiatric  social 
worker  at  the  Toronto  Clinic  of  the  Alcoholism  and  Drug  Addiction  Research 
Foundation. 
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dards  of  behavior.  In  his  textbook,  written  for  professional  group 
workers  in  practice,  Mr.  Klein  also  talks  about  the  importance  of 
readiness  for  a group  experience;  that  is,  that  unless  the  personal 
needs  of  group  members  are  satisfied  elsewhere  by  family,  mar- 
riage, or  other  close  associations,  they  may  well  damage  group 
experience  because  their  own  needs  and  goals  prevent  their  giving 
interest  and  support  to  the  group’s  goals.  This  is  important 
because  many  of  our  patients  have  been  discarded  by  their 
families  and  friends,  and  have  many  unmet  needs.  They  look  to 
a group  experience  for  the  fulfillment  of  these  needs. 
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These  factors,  then  must  be  considered  in  order  to  understand 
the  rationale  for  excluding  alcoholics  from  many  programs,  and 
in  order  to  plan  realistically  for  their  inclusion. 
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How  the  Group  Changed 
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In  a book  published  by  Ross  and  Hendry,  there  is  a compila- 
tion of  papers  written  about  this  area  of  work.  In  one  paper, 
there  is  a series  of  items  which  help  a worker  to  evaluate  a 
group.  Items  cover  such  things  as  regular  attendance,  group 
feelings,  support  of  one  member  to  another,  degree  of  participa- 
tion in  group  projects,  individual  identity  with  immediate  and 
future  goals  of  the  group,  and  so  on.  In  using  these  criteria  to 
evaluate  our  group  towards  the  end  of  its  first  year  of  operation, 
we  were  faced  with  the  fact  that  our  score  was  very  low.  But 
during  its  second  year,  the  program  continued  successfully  and 
other  programs  were  initiated  and  are  also  running  successfully. 

Ours  was  a “drop  in”  program,  open  to  in-patients  and  out- 
patients and  their  relatives  and  friends.  Staff-planned  in  the 
beginning,  the  design  was  modest:  from  8 pm.  to  9 p.m.,  there 
was  a scheduled  lecture  given  by  a staff  member  on  some  aspect 
of  alcoholism,  with  time  allowed  for  discussion;  from  9 p.m.  to 
10  p.m.,  refreshments  were  served.  This  program  was  publicized 
in  two  ways:  a bright  attractive  poster  was  placed  in  the  hospital 
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>unge;  and  staff  members  invited  their  patients  and  patients’ 
Natives  to  attend. 

J 

During  the  first  three  months,  the  worker  in  charge  saw  some 
: langes.  Initially,  there  was  very  little  discussion.  But  as  the 
: lembers  felt  more  at  ease,  they  asked  questions  and  presented 
leir  points  of  view.  It  was  a healthy  sign  when  some  patients 
ould  present  different  points  of  view,  and  when  the  less  vocal 
lembers  gave  evidence  of  support  or  opposition  to  these. 

Changes  were  also  observed  during  the  social  hour.  In  the 
1 eginning,  many  members  appeared  ill-at-ease.  They  looked  to 
‘ le  leader  to  help  them,  involving  her,  in  a treatment  way,  in 
onversation  about  their  personal  problems.  As  they  felt  more  at 
ome,  the  more  socially  integrated  members  circulated  among 
he  groups,  greeted  the  shyer  ones  or  new  members,  while  those 
till  ill-at-ease  seemed  even  more  comfortable  just  sitting.  The 
ole  of  the  worker  was  an  active  one.  She  had  to  take  time  to 
isten;  to  be  available  — mostly  to  give  as  many  members  as 
possible  individual  attention;  and  to  provide  an  informal,  friendly 
tmosphere.  Other  staff  members  assisted  greatly  by  attending 
neetings  or  by  just  dropping  in  to  show  interest  and  support. 


Content  Less  Important  than  Speakers 

| It  is  my  opinion  that  the  content  of  the  lecture  was  less 
important  than  the  personality  of  the  speaker.  One  might  say 
fiat  the  lectures  provided  a good  reason  for  meeting  together 
and  fulfilling  therapeutic  needs  as  well.  In  September,  some 
tnembers  began  to  show  restlessness  with  the  lectures,  and  sug- 
gested that  they  take  the  responsibility  for  arranging  a social 
evening  once  a month,  I encouraged  them  in  this  idea,  and  from 
that  time  forward,  one  evening  a month,  the  program  was  a 
social  evening  planned  by  the  newly  organized  members’  com- 
mittee; the  other  evenings  remained  half  social,  half  educational 
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Although  there  was  occasional  pressure  towards  having  a 
closed  group  with  membership,  the  staff  felt  this  program’s  value 
was  in  its  open  nature  — to  encourage  members  to  drop  in  when- 
ever they  needed  the  clinic,  other  patients,  and  friends.  Regular  ie 
attendance  was  not  required;  in  fact,  this  kind  of  evening  pro-  he 
vided  an  opportunity  for  offering  friendship  and  welcome  again 
to  those  patients  who  had  drifted  away  or  who  had  slips.  Receiv- 
ing acceptance  and  welcome  helped  them  to  make  another  try  Ibjo 
for  sobriety  if  they  so  wished.  Some,  of  course,  had  to  be  turned  p 
away  when  they  arrived  intoxicated,  but  this  was  done  in  such  a 
way  that  they  would  feel  they  could  return  when  sober. 
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Solving  Program  Problems 


Attempting  such  a program  in  a hospital  setting  requires 
administrative  adjustments.  First,  there  were  expenses.  Either 
the  administration  provides  a budget  for  such  a program,  or  the 
members  are  encouraged  to  raise  their  own  funds.  Secondly, 
without  separate  facilities,  hospital  staff  have  to  see  their  facilities 
taken  over  by  the  program. 
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We  encouraged  members  to  take  up  collections,  but  in  such  a 
way  as  to  avoid  embarrassing  an  unemployed  member.  Our  |alco 
administration,  however,  shared  the  responsibility  through  moral 
and  financial  support,  buying  inexpensive,  durable  program 
equipment,  and  offering  food  and  prize  donations  for  special 
parties.  The  program  committee  had  to  respect  the  fact  that 
hospital  facilities  imposed  limits  and  regulations.  However,  the 
cooperation  of  the  nurses  provided  as  homey  and  friendly  an 
atmosphere  as  possible,  and  adequate  freedom  for  the  committee. 
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As  the  committee  developed,  other  administrative  problems 
arose  in  proportion  — for  example,  the  areas  and  limits  of  the 
committee’s  responsibility,  the  relationship  of  the  committee  to 
the  staff  committee  and  to  the  Foundation,  and  the  addition  or 
replacement  of  committee  members.  A constitution  was  even- 
tually finalized  and  accepted,  and  then  lost  its  significance. 
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Looking  back  on  the  first  year's  operation,  one  could  say  that 
i our  setting,  we  were  too  much  concerned  with  well  defined 
'ays  of  operation.  To  anyone  embarking  on  a similar  program, 
'e  suggest  that  he  use  available  facilities  and  solve  problems  as 
ley  present  themselves.  Final  authorization  and  responsibility 
lave  to  rest  with  the  organization,  but  the  members  must  be 
Showed  and  urged  to  carry  as  much  responsibility  as  possible, 
lajor  decisions  have  to  be  made  quickly  by  the  organization  and 
assed  back  to  the  group.  As  alcoholics  say  about  themselves, 
ley  “can’t  wait”. 

In  this  first  year,  by  design,  we  did  very  little  experimenting 
i trying  to  introduce  or  stimulate  interest  in  such  leisure  time 
ctivities  as  crafts,  games,  or  interest  groups  — as  used  by  social 
gencies  — as  these  activities  are  not  ends  in  themselves. 

Our  purpose  in  developing  social  programs  here  is  the  same, 
mt  at  first  we  could  not  use  these  conventional  “tools”  to  achieve 
he  goals.  During  the  fall,  at  the  suggestion  of  the  committee,  we 
circulated  a questionnaire  asking  for  suggestions  for  a program. 
Df  the  activities  listed,  such  as  square  dancing,  crafts,  bingo, 
iridge,  and  so  on,  discussions  relating  to  the  problems  of  the 
ilcoholic  seemed  to  be  most  popular.  The  planning  for  the 
nonthly  socials  included  only  the  elaborate  provision  of  food. 
Hie  only  exceptions  were  the  bridge  and  bingo  socials  which 
Droved  successful.  Our  Christmas  party  was  another  instance 
where  special  food  and  decoration  of  the  buffet  table  attracted 
great  attention. 


Dancing  Without  Drinking  — A New  Experience 

The  next  big  party  was  a St.  Valentine’s  dance.  Again,  the 
plans  for  food  were  elaborate,  but  the  committee  also  concerned 
itself  with  making  the  dance  successful.  Spot  dances  and  Paul 
Jones  dances  helped  the  people  mix,  and  the  majority  of  people 
found  pleasure  in  just  being  present.  To  dance  without  drinking 
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alcoholic  beverages  was  a new  experience.  A square  dance,  held 
later  in  the  spring,  proved  more  successful.  A professional 
demonstration  group  was  brought  in  and  the  members  responded 
to  their  skill  and  enthusiasm.  It  was  on  the  success  of  this 
demonstration  that  we  planned  “The  Strawberry  Festival  Hot 
Dog  Hoe  Down  Social”  for  June,  and  it  proved  to  be  a roaring 
success! 

I have  described  the  highlights  in  programming  only.  As  was 
mentioned  earlier,  one  evening  a month  was  a social  evening  and 
other  than  those  described  above,  social  programs  took  the  form 
of  bingos  or  films. 


Long  Term  Planning  — A Mistake 

Before  presenting  the  development  and  problems  of  the  com- 
mittee work,  I would  like  to  offer  some  general  observations  in 
regard  to  programming.  As  I said  initially,  we  made  no  attempt 
to  introduce  games  or  crafts  during  the  first  year.  Alcoholics  are 
sophisticated  in  that  they  have  had  years  of  life  experience 
involving  unusual  dramatic  adventure.  It  cannot  be  expected  of 
them,  therefore,  that  they  will  easily  find  purpose  or  pleasure  in 
parlor  games  or  crafts. 

By  design,  we  were  careful  not  to  superimpose  a program. 
Rather,  we  tried  to  be  sensitive  to  what  ideas  were  suggested  by 
the  leaders  in  the  group  itself.  Long  term  planning  was  avoided. 
The  primary  sustaining  factor  of  the  program  was  the  friendly, 
informal  atmosphere  and  the  time  and  interest  staff  members 
could  give  to  individuals.  Success  of  a program,  we  found,  could 
not  be  measured  by  the  extent  of  participation.  Because  of  the 
identification  members  developed  with  the  club,  its  status  and 
success  had  to  be  recognized.  Early  in  the  new  year,  the  com- 
mittee began  issuing  monthly  bulletins  to  advertise  the  club’s 
activities.  The  significance  of  the  bulletins  was  recognized  by  the 
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Dundation  administration,  as  was  every  project  which  was 
jidertaken. 

What  was  said  in  theory  about  the  importance  of  group 
embers  having  a readiness  for  group  experience  applies  even 
ore  to  members  serving  on  committees.  We  were  attempting 
jre  to  help  the  committee  operate  as  officers  responsible  to  the 
-oup  and  the  group’s  goals,  to  help  them  share  responsibility, 
id  to  involve  others  in  planning  and  carrying  out  these  plans, 
ut  we  had  to  be  aware  that  their  personal  needs  for  recognition, 
atus,  and  so  on,  were  great.  Helping  our  committee  operate  as 
emocratic  officers  of  the  group  was  frustrating.  By  and  large, 
re  failed  in  building  a good  committee  or  in  teaching  members 
leir  roles  and  duties.  It  may  be,  in  settings  such  as  ours,  that 
le  organization  we  developed  is  not  advisable. 


low  the  Social  Committee  Developed 

Let  me  describe  the  committee’s  development.  In  September, 
hree  months  after  the  program  began,  six  members,  who  were 
mong  those  wanting  “a  more  social  program”,  were  asked  to 
neet  with  me  to  plan  a social  evening.  Three  of  these  were  wives 
>f  our  patients.  The  six  came  along,  not  knowing  what  to  expect. 

presented  some  ideas  for  a social  and  then  asked  for  sugges- 
ions.  Much  was  said  about  what  was  wrong  with  the  existing 
urogram,  and  other  good  suggestions  for  socials  were  made. 
Several  problems  regarding  financing,  facilities  and  programs 
vere  tentatively  presented  — more  to  test  my  sincerity  in  needing 
t committee,  than  as  real  problems.  Finally,  the  discussion  was 
ocused  on  planning  a social  evening  for  late  September. 

Through  the  fall,  members  asked  their  husbands  and  friends 
to  join  the  committee  until  we  finally  had  a group  of  ten.  The 
meetings  were  unstructured  and  mostly  lacking  in  any  kind  of 
procedure.  The  committee  was  becoming  an  “in  group”,  practis- 
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ing  much  like  a service  club  “doing  for”  the  patients.  These  werej 
compulsive,  efficient  people  who  worked  hard. 
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My  role,  as  the  committee  saw  it,  was  mixed:  as  another 
committee  member  who,  as  a resource  person,  helped  with  the 
mechanics;  as  a liaison  person  to  the  Foundation;  and  as  a 
authority  figure  to  whom  they  looked  for  permission,  approval,  101 
and  recognition.  I,  as  the  worker,  felt  satisfied  with  this  under- 
standing of  my  role.  Through  working  together,  they  came  to 
see  me  less  as  a committee  member  and  more  as  a person  helping 
them  to  take  responsibility,  advising  them  on  problems,  and 
interpreting  what  they  could  and  could  not  do.  When  they 
wanted  more  social  committee  meetings,  I interpreted  rather 
what  their  responsibility  to  the  program  was,  the  dangers  to  the 
program  of  a controlling  “in  group”,  and  the  dangers  of  their  od 
“doing  for”  the  others  instead  of  seeing  themselves  as  officers 
representing  the  total  membership. 


Hi 


Democracy  vs.  Control 

In  some  ways,  they  moved  in  this  direction.  They  circulated  a 
questionnaire  requesting  membership  suggestions  for  programs. 
They  involved  the  group  by  asking  for  donations  of  food  and 
prizes  for  the  socials,  and  they  welcomed  new  members.  Also 
during  the  fall,  they  staged  a committee  meeting  as  a program  at 
one  of  the  Wednesday  evening  meetings.  This  was  significant 
because,  temporarily,  “they  became  officers”  and  unrehearsed, 
and  unlike  any  previous  meetings,  the  procedure  was  democratic. 
Even  the  election  and  organization  of  a committee  was  brought 
up,  and  at  that  time  the  idea  of  rotating  officers  — two  new 
members  to  be  elected,  two  dropped  each  month  — was  approved. 
This,  however,  did  not  work  out  in  practice.  The  two  members 
who  volunteered  to  drop  out  of  the  committee  continued  to 
attend.  Others  who  volunteered  to  be  committee  members  did 
not  carry  through. 
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I However,  committee  meetings  did  become  more  democratic, 
tie  discussion  was  focused  and  followed  a prepared  agenda, 
eople  were  appointed  for  official  positions  — chairman,  vice- 
lairman,  secretary,  treasurer,  and  so  on.  The  chairman  took 
sponsibility  for  chairing  regular  meetings,  making  announce- 
ents  and  introducing  speakers.  Restlessness  and  frustration 
ounted,  in  regard  to  the  committee’s  relationship  with  Founda- 
m administration,  as  the  program  grew.  What  was  needed  was 

► have  their  structure  and  organization,  their  areas  of  responsi- 
lity,  more  clearly  defined. 

The  need  for  a constitution  became  evident.  A staff  commit- 
e which  had  been  appointed  by  the  Medical  Director  to  serve 

► my  advisory  committee,  took  the  initiative  in  building  a 
institution.  It  was  passed  back  and  forth  for  revision  between 
le  program  and  staff  committees,  and  finally  approved  by  the 
oundation.  As  with  all  long  term  projects,  by  the  time  the 
institution  arrived  at  the  administration  level,  the  group  com- 
littee  had  forgotten  their  original  request  for  formalized  struc- 
lre,  and  were  indifferent  to  it.  At  this  point,  a trained  group 
orker  joined  staff  to  inherit  something  which  had  lost  its  mean- 
ig  and  purpose.  He  inherited  a committee  whose  chairman  was 
rinking  and  had  to  resign,  and  whose  other  members  were  tired 
lit  unable  to  hand  over  the  reins  of  government  in  any  con- 
ructive  way. 


itfalls  in  Committee  Structure 

It  is  my  impression,  on  looking  back,  that  committee  organi- 
ation  and  structure  as  we  understood  their  functions,  generally 
ause  pitfalls  here.  Wives  and  relatives,  as  well  as  patients,  have 
personal  needs  for  control  and  status.  This  interfered  with  good 
ommittee  functioning.  Because  of  their  energy,  compulsiveness 
nd  drive  for  perfection,  the  social  activities  were  highly  success- 
ul  — but  it  was  not  a helpful,  growing  experience  for  committee 
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members.  These  characteristics,  as  well  as  their  need  to  control,  1 
prevented  them  from  admitting  others  to  the  committee. 

We  feel  we  learned  much  during  this  first  year.  We  have 
much  more  understanding  as  to  why  alcoholics  have  so  often 
been  excluded  from  large  social  programs  in  hospitals  or  rehabili- 
tation centres.  Many  well  trained  staff,  however,  could  include 
them  in  programs  where  staff  are  used  to  working  with  such 
people  whose  individual  needs  are  great.  Alcoholics  in  treatment 
centres  are  often  not  given  the  help  they  need  because  they 
appear  to  be  quite  well.  Another  factor  to  be  considered  is  that 
they,  like  many  others,  cannot  be  fitted  into  programs  which  they 
feel  are  purposeless.  Expectations  for  participation  in  an  activity 
have  to  be  lowered.  What  does  have  purpose,  it  seems,  is  simply 
to  be  present  in  the  crowd,  to  watch,  to  laugh,  to  talk.  Even  at 
our  most  popular  parties  — square  dances  with  over  100  people 
— less  than  half  dance,  but  the  onlookers  enjoy  themselves  just!]" 
as  much.  * 

II* 
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Convictions  But  No  Answers 

! he 

We  have  no  answers  in  regard  to  what  an  optimum  working; 
structure  for  such  a program  should  be.  We’re  still  trying  and| 
testing.  We  are  convinced  that,  as  in  any  other  group,  the  more  I [he 
involved  the  members  are  in  making  plans  and  carrying  responsi- 
bility, the  healthier  the  group.  A suggestion  the  group  itself 
made,  of  rotating  committee  members  - — adding  members  and!  # 
dropping  others  at  given  times  — might  hold  some  promise. 

h 

After  our  first  year’s  operation,  we  were  also  convinced  that!  w 
such  a program  in  a treatment  centre  is  a valuable  addition  toi  mei 
service,  for  we  feel  that  patients  can  be  helped  to  begin  finding  fa. 
satisfying  social  outlets  without  drinking.  0 
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Conference  on  Narcotic  Addiction: 
A Summary 

by  G * H.  Ettinger,  M.D. 


Editor's  Note:  The  conference  was  held  at  Niagara  Falls, 
Ontario , February  22-24 , 1963 , under  sponsorship  of  the 
Alcoholism  and  Drug  Addiction  Research  Foundation  of 
Ontario.  Dr.  Ettinger,  formerly  Dean  of  Medicine, 
Queen's  University,  is  now  Chairman  of  the  Foundation's 
Medical  Advisory  Board , and  Director  of  Medical 
Planning. 


Phis  is  the  most  important  conference  on  the  problem  of 
narcotic  addiction  that  has  been  held  in  Canada  in  this 
ecade.  Such  a meeting  of  representatives  of  government,  the 
rofessions  of  law,  medicine,  social  and  behavioral  sciences,  and 
f correctional  officers,  could  not  but  provide  some  guidance  in 
le  control  of  this  cancer  on  our  society. 


Tie  Problem  — A Perspective 

We  considered  first  the  perspective.  There  are  3,500  drug 
jddicts  in  Canada.  Three  thousand  of  these  are  judged  to  be 
riminals.  Why  should  we  spend  time  and  money  on  this  small 
ragment  of  our  population?  Half  of  the  beds  in  our  hospitals 
re  occupied  by  patients  with  mental  diseases,  yet  the  Govern- 
nent  of  Canada  spends  only  $800,000  on  research  in  mental 
lealth.  We  kill,  annually,  on  our  highways,  more  Canadians  than 
re  addicted  to  narcotics;  we  do  little  to  stop  it,  although  the 
>ill  which  we  must  pay  for  traffic  accidents  amounts  annually  to 
^380,000,000. 
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A member  of  the  conference  said  that  there  are  three  force! 
which  may  destroy  a nation  — war,  treason  and  drugs.  If  this 
pitifully  small  group  is  a menace  to  our  civilization,  we  might 
put  them  in  prison  for  the  duration  of  their  lives,  or  isolate  thei 
in  some  northern  community  at  the  mouth  of  the  MacKenzie 
River  as  slave  labourers.  But  this  is  not  the  Canadian  way. 
drug  addict  is  believed  to  be  a sick  person  and  our  social  con 
science  does  not  allow  us  to  treat  the  sick  by  condemning  the? 
to  banishment  from  society. 


The  Government  of  Canada  recognizes  that  narcotics  shout 
be  available  for  medical  and  scientific  use,  and  that  any  other  ui 
is  illegal;  that  they  lend  themselves  to  the  creation  of  addiction! 
and  that  illicit  distribution  must  be  suppressed;  therefore,  illega* 
possession  is  regarded  as  a crime.  The  prevention  of  illegal 
distribution  is  a responsibility  of  the  Mounted  Police;  the  prob-  A 
lem  of  control,  therefore,  involves  the  arrest  of  those  who  ar^ 
found  in  possession,  except  those  under  a physician’s  care. 


The  Addict  — A Criminal  First? 


We  were  presented  with  statistics  on  the  distribution  of 
addicts  and  the  frequency  of  criminal  arrest.  We  were  told  howl 
difficult  it  is  to  make  a precise  definition  of  an  addict,  although  | 
the  Department  of  National  Health  and  Welfare  has  a dossier  on 
each  who  is  so  catalogued. 


In  the  opinion  of  the  representatives  of  the  Department  of 
National  Health  and  Welfare,  and  of  the  police,  the  addict  has 
been  a criminal  before  addiction  has  been  acquired;  he  is  there- 
fore a menace  to  society.  Addiction  does  not  institute  crime, 
but  the  maintenance  of  addiction  depends  on  previously  learned 
criminal  procedures.  The  drug  of  choice  is  heroin,  which  is 
provided  by  a black  market.  Punitive  or  other  withdrawal  does 
not  cure  addiction;  the  cure  must  be  supported  by  motivation 
which  may  involve  personality  change. 
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This  view  was  supported  by  those  who  had  (in  Ontario)  been 
sponsible  for  the  care  of  the  addict  who  was  incarcerated,  and 
ose  who  (in  Vancouver)  were  associated  with  the  treatment  of 
)luntary  patients.  It  was  challenged  by  quotation  of  figures 
om  Lexington  and  by  several  who  had  no  experience  with  the 
Idict  but  were  convinced  that,  as  well  as  the  medical  and 
ofessional  addict,  there  must  be  many  whose  addiction  is 
lknown  to  the  Department  of  National  Health  and  Welfare  or 
the  police.  This  latter  view  was  ridiculed;  addiction,  except  in 
e medical  or  professional  group,  could  occur  only  through 
irchase  on  the  black  market,  and  the  activities  of  this  market 
e well  known  to  authority. 

Despite  the  overwhelming  opinion  of  those  with  experience, 
e non-believers  tended  to  consolidate  their  disbelief  and  to  hold 
ithority  under  the  suspicion  that  it  was  protecting  its  interest  in 
; regulations,  its  records  and  their  presumed  infallibility.  A 
cital  of  records  of  arrests,  accompanied  by  vigorous  attempts  to 
imonstrate  illicit  possession,  the  admission  of  authority  to  arrest 
ider  writ  of  assistance,  and  charges  of  brutality  in  the  exercise 
arrest  on  suspicion,  seemed  to  emphasize  the  incompatibility 
opinion  in  the  two  groups  of  members  of  the  conference. 


reatment  and  Rehabilitation 

There  were  some  who  concluded,  at  the  end  of  the  first  day, 
at  while  we  had  had  lively  and  profitable  discussions,  some 
utility  had  been  created.  It  was  demonstrated  that,  by  law,  a 
lysician  has  the  right  to  prescribe  narcotics  in  the  interest  of 
e health  of  his  patients;  that  according  to  law,  addiction  per  se 
not  a crime.  While  in  the  opinion  of  physicians  who  have  had 
.perience,  addiction  is  an  illness , manifested  by  abnormal  need 
‘ a drug,  and  for  which  the  treatment  is  aimed  at  restoring  the 
ttient  to  a productive  position  in  society  — few  physicians  are 
jterested  in  treating  the  addict.  They  fear  the  legal  consequences 
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of  prescribing  narcotics,  particularly  since  it  is  believed  that  thi 
legal  authority  which  speaks  for  the  federal  government,  viewi 
the  provision  of  narcotics  in  the  support  of  the  addict  during  th< 
period  of  treatment  as  contrary  to  good  medical  practice. 
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On  the  first  day,  the  emphasis  had  been  laid  on  the  blea  ist 
prospect  of  rehabilitation  of  the  addict.  Our  spirits  wer  f ; 
lightened  on  the  second  day  by  the  testimony  of  those  who,  ii  id 
Ontario,  had  attempted  to  help  addicts  who  were  in  the  reformal 
tory  or  who  had  been  released  from  detention.  The  addict  is 
very  dependent  person;  many  show  a sincere  desire  for  withftal 
drawal  and  abstention.  There  is  no  regular  type  of  addict;  ther 
is  no  known  way  of  predetermining  success  in  their  treatment 
There  is  no  specific  and  sure  form  of  treatment,  but  under  pro 
fessed  motivation,  trust  in  the  director  of  treatment,  and  a Ion, 
post-withdrawal  period  of  psychiatric  or  social  guidance,  ther 
have  been  satisfactory  responses.  Reports  of  success  in  treatmen 
must  be  followed  by  carefully  controlled  experiments  using  thi 
favoured  methods  or  analogues  of  them.  The  dependence  on 
method  to  be  recommended  must  follow  this  controlled  experi- 
ment.  The  apparent  success  may  depend  more  on  the  personality 
of  the  director  than  on  the  easily  described  details. 
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Special  Treatment  Centres  for  Addicts 


This  discussion  mainly  concerned  experience  with  addict 
who  had  been  in  custody.  Our  attention  was  drawn  to  a sectio 
under  the  Narcotic  Control  Act  of  1961,  which  proposes  thalf 
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special  treatment  centres  be  established  for  addicts  under  se: 
tence  for  possession.  Now  the  conference  was  convinced  that  th< 
federal  government  is  prepared  to  consider  rehabilitation  as  mon 
important  than  punishment.  This  reduced  the  spirit  of  incompati 
bility  and  almost  replaced  it  with  cordiality,  for  the  governmen  L 
was  showing  a commendable  spirit  of  paternalism.  The  addict]  not; 


ven 
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>mmitted  for  possession  of  that  which  has  him  in  thrall,  will 
mceforth  be  assisted  during  the  period  of  his  incarceration. 

In  the  words  of  R.  E.  Curran,  Q.C.,  legal  advisor  to  the  De- 
triment of  National  Health  and  Welfare  — “Special  facilities  or 
stitutions  will  be  set  up  for  the  reception  and  accommodation 
■ addicts  who  are  so  sentenced.  These  persons  will  be  given 
ich  treatment  as  experience  may  indicate  is  required,  released 
i parole  and  subject  to  statutory  supervision  for  an  indeter- 
inate  period  ...  At  last,  for  the  first  time,  a humane  but 
alistic  approach  is  adopted  to  attempt  to  deal  with  the  problem 
the  addict.” 


reatroent  and  the  Ethics  of  Medicine 

The  responsibility  of  the  physician  who  is  to  be  concerned 
ith  the  addict  requires  that  he  declare  his  interest  and  define 
s program  of  treatment  within  the  ethics  of  medical  practice. 

is  a strange  commentary  on  our  civilization  that,  because 
'ents  long  regarded  as  therapeutic  aids  within  the  armamen- 
rium  of  the  physician  have  become  the  stock-in-trade  of  the 
iderworld,  the  physician  must  defend  his  use  of  them.  But  it  is 
early  the  duty  of  the  profession  of  medicine,  in  the  interest  of 
ie  practice  of  this  art,  to  make  the  declaration  and  have  it 
gistered  with  those  who  administer  the  Narcotic  Control  Act. 

If  the  harmony  which  suddenly  descended  upon  the  pre- 
ously  dissident  groups  needed  any  gilding,  it  was  provided  by 
te  testimony  of  Lady  Frankau.  Here  was  the  recital,  given  with 
lodesty  and  pride,  of  one  who  under  British  Law  (which  per- 
its  the  administration  of  narcotics  to  addicts  for  treatment  and 
fen  maintenance),  has  treated  two  score  and  more  of  Canadians, 
hese  had  come  to  her  in  desperation,  asking  for  help  in  withd- 
rawal. Her  methods  point  clearly  to  the  plan  which  we  might 
iopt  — confidence  between  patient  and  physician;  a positive 
lotivation  to  withdrawal;  shrewd  psychiatric  examination,  fol- 
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lowed  by  the  requirement  that  sincerity  in  intention  must  be 
evident  by  the  purchase,  by  the  patient,  of  his  drug  with  money 
which  he  must  earn;  detoxification  of  the  patient;  the  prescription 
of  the  maintenance  dose,  gradually  reduced  until  withdrawal  can 
be  effected;  and  continuously  available  consultation  and  advice 
throughout  the  period  of  treatment  and  follow-up  as  being 
essential. 


Some  Criticisms  and  Hopes 

The  rebound  from  hostility  to  enthusiastic  reception  of  the 
change  in  policy  of  the  government  of  our  country  was  soon 
followed  by  some  critical  examination  of  its  new  program. 
Experience  with  the  addict  has  taught  some  that  it  is  more  satis- 
factory to  treat  him  outside,  than  within,  a penal  setting. 
Voluntary  submission  to  treatment  is  more  effective  than  com- 
pulsory, or  acceptance  as  a means  of  escape  from  incarceration 
The  addict  cannot  be  gradually  adjusted  to  a life  in  society  by 
restricting  him  to  the  society  of  a large  group  of  his  own  kindJ 
This  point  of  view  was  supplemented  by  declarations  of  the  neec 
of  research  into  the  characteristics  of  the  addict  and  of  controllec 
experiments  into  satisfactory  methods  of  treatment.  The  question 
of  the  need  of  introducing  the  actual  habit-forming  drug  into  the 
scheme  of  experiment  must  be  considered. 


Clearly  the  conference  has  given  us  reason  to  be  gratefu 
that  the  hopes  of  those  who  are  most  devoted  to  solving  the 
problem  of  addiction  are  now  to  be  supported  by  government] 
and  the  public  attitude.  As  with  other  steps  in  the  advance 
human  knowledge,  this  opportunity  serves  to  offer  heavier  chai 
lenges  to  us  than  have  hitherto  confronted  us.  Prosperity  will: 
follow  only  the  intense  devotion  of  a small  group  to  which  must] 
be  added  many  whom  they  will  train.  M 
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The  Schools  and  Alcohol  Education 

by  Charles  Prince , B.A.,  B.P.E* 

i7Then  the  World  Health  Organization  sent  a team  of  health 
™ workers  into  an  under-developed  country,  it  learned  that  it 
d to  understand  something  about  the  culture  in  which  the  team 
is  working.  It  concluded  that  there  can  be  no  standard  pattern 
• a health  education  program  that  will  work  everywhere.  This 
nclusion  holds  true  for  alcohol  education  programs  which,  if 
ly  exist,  can  and  do  vary  within  the  same  city,  province  or 
untry.  This  implies  that  the  teacher  must  consider  many  factors 
planning  a program  of  alcohol  education  in  the  school, 
hether  we  like  it  or  not,  the  school  reflects  the  community; 
ung  people  are  quite  aware  to  what  extent  alcohol  is  socially 
cepted  or  not  accepted. 


onagers  Reflect  Adults 

Do  high  school  students  drink?  While  there  have  been  no 
ientific  studies  done  in  Canada,  there  have  been  10  carefully 
nducted  investigations  to  date  bearing  directly  on  teenage 
inking  in  the  United  States.  Although  we  are  all  aware  that 
ir  drinking  habits  are  not  the  same  as  those  of  people  in  the 
nited  States,  it  is  quite  interesting  to  note  that  the  pattern  of 
inking  of  American  young  people  quite  faithfully  mirrors  that 
their  elders.  Drinking  habits,  in  general,  vary  with  national 
igin,  family  income,  education  and  religious  background,  and 
ese  habits  tend  to  be  reflected  in  the  children.  Teenagers  are  not 


Mr.  Prince,  a teacher  of  21  years’  standing,  has  been  granted  a leave  of  absence 
Prom  the  Toronto  Board  of  Education  to  join  the  Alcoholism  and  Drug  Addiction 
Research  Foundation  as  teacher  training  consultant.  Mr.  Prince,  who  has  secured 
the  approval  of  the  Department  of  Education  for  the  use  of  certain  Foundation 
educational  materials  in  Ontario  secondary  schools,  travels  throughout  the  prov- 
ince meeting  teachers  and  demonstrating  the  uses  of  these  materials  in  the 
classroom. 
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isolated  organisms;  they  are  continually  susceptible  to  the  stresse 
and  strains,  to  the  pleasures  and  pains  of  the  society  in  whicl 
they  live. 


Education  — Equipment  for  Living 
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The  purpose  of  introducing  the  study  of  alcohol  in  the  schoo 
is  to  provide  an  important  addition  to  each  student’s  persona 
equipment  for  living  as  a socially  responsible  and  well  informec 
adult.  Decrease  in  the  solidarity  of  the  family  group,  changes  ir 
the  economic  status  of  families,  and  increased  freedom  for  young  ks 
people  in  social  life,  have  all  brought  new  and  greater  responsii 
bilities  to  young  people  for  directing  their  own  behavior.  Sound 
alcohol  education  will  prepare  young  people  for  the  decisions,  1( 
they  will  make  as  adults.  Whether  an  individual  eventually 
chooses  to  be  a social  drinker  or  an  abstainer  when  he  is  old 
enough  to  drink  legally  is  not  the  responsibility  of  the  teacher! 
However,  it  is  the  teacher’s  responsibility  to  provide  the  factual 
background  with  which  a student  may  intelligently  choose  thi 
course  that  he  considers  appropriate  for  himself. 


Young  people  are  eventually  going  to  make  up  their  owil 
minds  whether  or  not  to  drink.  Our  studies  indicate  that  th$ 
most  influence  will  come  from  the  parents,  and  secondly,  fror 
the  group  of  friends  to  which  the  individual  belongs.  Ideally 
young  people  should  learn  from  their  parents  all  that  they  need  fig,  I 
to  know  about  alcohol;  but  it  is  evident  from  our  files  of  patients  j assro 
in  alcoholism  clinics,  and  from  reports  of  traffic  accidents  involvl]:  »ers . 
ing  intoxication,  that  some  parents  are  not  adequate  teachers  or  jiore 
even  good  examples.  So  it  becomes  the  responsibility  of  thej  ren  a 
school  to  supplement  such  instruction.  There  also  seems  to  be  an!  Jfc 
increasing  number  of  parents  who  permit  their  children  to  taste! Italcc 
or  experiment  with  alcoholic  beverages  at  home.  While  parents'  fe, 
do  warn  of  the  danger  in  consuming,  some  seem  to  forget  that 
personal  example  in  health  education  against  alcoholism  is  the  j 
most  important  education  factor. 
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Alcoholism  is  a rare  phenomenon  among  teenagers  in 
itario.  In  fact,  of  the  close  to  10,000  patients  treated,  since 
50  by  the  Addiction  Research  Foundation,  only  a very  few 
inagers  have  been  seen.  However,  the  drinking  histories  of 
my  patients  reveal  that  these  adult  alcoholics  began  drinking 
their  teens.  Dr.  E.  M.  Jellinek,  a world  authority  on  alcohol- 
i,  testifying  before  the  Bracken  Commission  in  Manitoba  in 
55,  went  even  further.  He  said  that  one-third  of  the  North 
nericans  who  later  became  alcoholics  have  their  initial  drinking 
periences  between  the  ages  of  14  and  18,  and  between  the  ages 
18  and  21  they  begin  to  show  the  prodromal  or  pre-disease 
;ns  of  alcohol  addiction. 


hmunize  Against  Alcohol  Abuse 

So  you  can  see  that  question  of  teenage  drinking  is  impor- 
lt.  It  is  also  a question  fought  with  much  exaggeration  and 
lrm.  So  far  in  Canada,  we  have  had  to  rely  on  impression, 
njecture,  newspaper  headlines,  gossip,  and  a couple  of  inade- 
ate  surveys.  We  believe  that  under-age  drinkers  are  in  a 
nority  among  the  high  school  population,  and  that  an  even 

taller  sub-minority  of  these  illegal  drinkers  get  into  serious 
uble  as  a result  of  their  drinking.  It  is  the  nature  of  such 
uble,  however,  to  attract  a great  deal  of  notoriety  to  the  young 
)ple  concerned,  and  to  the  whole  question  of  under-age  drink- 
l.  I am  not  sure  whether  we  can  reach  this  sub-minority  in  the 
issroom,  but  we  do  have  a sincere  obligation  to  the  many  teen- 
ters  who  are  not  involved  in  drinking  situations  and  who  need 
ore  information  than  they  now  have.  We  make  sure  our  chil- 
en  are  given  the  best  protection  against  smallpox,  polio,  and 
berculosis.  It  is  equally  important  to  give  them  the  full  story 
alcohol,  its  use  and  mal-use,  as  they  enter  social  and  business 
e. 

One  of  the  very  important  reasons  why  the  efforts  of  the 
ihools  have  failed  to  influence  the  drinking  customs  of  the 
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nation  in  the  direction  of  abstinence,  is  that  they  overlook  th< 
fact  that  drinking  is  a well  established  social  custom  which  serve 
many  needs  for  many  people.  The  strength  of  the  motivation 
which  maintain  this  social  custom  must  be  taken  into  account  Ibi 
Probably  no  other  area  of  study  lends  itself  so  well  to  thj  to 
development  of  skills  and  insights  into  the  problems  of  socia 
living.  High  school  students  are  making  important  decision 
every  day,  decisions  that  will  shape  their  roles  as  adults.  Thesj  net 
decisions  include  honesty,  integrity,  relations  to  the  opposite  se^ 
and  the  use  or  non-use  of  habit  forming  substances,  to  name  bii  ir 
a few.  Our  job  is  to  provide  the  students  with  established  facti 
about  alcohol  and  its  use  in  our  society.  (There  are  appropriatj 
as  well  as  inappropriate  uses  of  alcohol.) 


The  Effect  of  Religious  Attitudes 
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In  our  presentation  to  the  students,  we  would  be  remiss 
didn’t  point  out  how  the  church  looks  upon  drinking.  One  of 
factors  affecting  drinking  attitudes  and  practices  in  Ontario, 
elsewhere,  is  the  influence  of  the  churches.  Some  churches 
oppose  drunkenness,  but  do  not  necessarily  condemn  the  moder- 
ate social  use  of  alcoholic  beverages.  Others  oppose  all  use  of 
such  beverages.  Some  churches  use  fermented  wine  in  their  41 
ritual,  while  others  use  unfermented  wine.  Certainly,  all  churches 
are  unanimous  in  their  opposition  to  the  “excessive”  use 
alcoholic  beverages,  but  not  all  would  agree  to  what  is  excessive. 
While  we  must  keep  in  mind  the  fact  that  it  is  illegal  to  consume!1 
alcoholic  beverages  under  the  age  of  21,  the  moral  question  — is| 
it  right  or  wrong  to  use  alcohol?  — is  primarily  a religious  ques- 
tion, and  I doubt  the  advisability  of  discussing  this  aspect  in  the 
classroom.  In  our  democracy  with  its  freedom  of  religion,  Bap-Jvc 
tists,  Roman  Catholics,  Presbyterians,  Anglicans,  United  Church 
members,  and  so  on,  are  all  Christians  of  equal  worth. 
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What,  then,  are  we  going  to  teach?  Who  is  going  to  teach  it?  'ran: 


At  what  grade  level?  In  what  subjects?  How  many  periods?  pparE 
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A group  of  leading  Ontario  physical  and  health  education 
ic hers,  who  attended  the  Yale  Summer  School  of  Alcohol 
udies,  and  who  have  given  considerable  thought  to  the  whole 
bject,  decided  on  two  limited  goals  for  alcohol  education  in  the 
hools.  These  goals  are  outlined  in  the  “Alcohol  Studies  Guide”, 
epared  by  the  Alcoholism  and  Drug  Addiction  Research 
lundation  at  the  request  of  the  Department  of  Education,  for 
e by  teachers  of  health  and  physical  education.  Goal  number 
le  is  to  let  students  know  that  there  are  many  different  reasons 
r drinking  or  for  abstaining  from  the  use  of  alcoholic  bever- 
;es;  and  that  there  are  many  different  ways  of  using  and 
garding  such  beverages  other  than  those  seen  in  the  students’ 
vn  homes  and  among  their  own  particular  groups  of  friends. 
oal  number  two  is  to  make  it  clear  that  there  are  recognizably 
mgerous  ways  of  drinking  which  affect  people  of  all  ages. 


hnic  Origin  and  Drinking  Customs 

Let  us  begin  with  an  appreciation  of  the  way  in  which  dif- 
rent  groups  of  people  in  our  population  today  view  and  use 
coholic  beverages,  people  who  have  come  to  Canada  from 
irious  European  countries,  who  have  brought  with  them  their 
vn  traditions  and  tastes.  As  a result  of  these  influences,  our 
'inking  customs  are  slowly  changing  in  character  and  emphasis, 
bis  is  not  to  say  that  all  drinking  by  Europeans  in  Canada,  or 
Europe  for  that  matter,  is  innocuous  and  worthy  of  emulation, 
here  is  much  alcoholism  in  Europe,  there  are  many  traffic 
:cidents  involving  impaired  driving,  and  there  are  undoubtedly 
her  social  and  personal  problems  in  which  alcohol  may  be 
volved. 

It  becomes  important  within  this  first  goal  to  briefly  outline 
’inking  and  alcoholism  in  a number  of  countries,  such  as 
ranee,  Italy,  and  the  United  States.  In  this  summary,  it  becomes 
pparent  that  other  factors  than  the  rate  of  consumption  or  the 
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type  of  beverage  must  be  at  work  in  the  creation  of  the  high  or 
low  rate  of  alcoholism  among  different  peoples.  It  should  alsof 
lay  to  rest  the  old  chestnut  that  “all  we  have  to  do  is  learn  tl 
drink  as  they  do  in  France”.  Generally  speaking,  in  Canada 
there  is  a distinctly  ambivalent  attitude  toward  the  use  of  alco4| 
holic  beverages,  an  attitude  that  seesaws  this  way  and  that,  tof 
the  confusion  of  many  young  people  as  well  as  adults. 

Also,  I think  we  owe  it  to  our  students  to  take  an  objective 
look  at  how  we,  in  Canada,  do  or  do  not  drink.  Our  objective 
approach  will  consider  the  issues  impersonally,  unemotionally! 
and  scientifically.  It  should  help  young  people  to  understand  the 
reasons  why  people  use  alcoholic  beverages,  give  them  accurate 
knowledge  of  the  effects  of  these  beverages  on  the  body  and  on 
one's  thinking  and  behavior,  and  help  them  to  clarify  the  various 
social  problems  connected  with  the  use  of  alcohol. 


Alcoholism  — "It  Can't  Happen  to  Me" 

Now  as  to  the  second  goal,  if  a student  has  decided  to  do 
some  drinking,  I believe  that  he  needs  the  knowledge  of  which 
patterns  may  indicate  the  tendency  towards  alcoholism.  Young 
people  find  it  very  difficult  to  see  15  or  20  years  ahead  and 

understand  the  implications  of  the  term  alcoholic.  “It  always 

happens  to  the  other  guy”  is  a common  expression  heard  not 
only  among  the  young  but  among  the  old  as  well.  I like  to  point 
out  to  young  people  that  most  of  our  present  alcoholics  started  j 
out  with  this  same  kind  of  fallacious  reasoning.  While  we  can’t  j 
predict  who  will  become  an  alcoholic,  we  must  assume  that  if 
they  drink,  they  should  be  aware  of  the  possibility  of  becoming 
one.  Dr.  R.  Gordon  Bell,  a noted  alcoholism  specialist  in 

Toronto,  says  “I  would  go  so  far  as  to  say  that  the  dangers 

associated  with  the  use  of  alcoholic  beverages  are  so  great  that 
one  should  not  use  alcohol  until  there  is  sufficient  understanding 
of  drinking — an  enlightened  awareness.” 
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In  Ontario,  alcohol  education  has  been  carried  on  by  guid- 
lce,  science  and  home  economics  teachers,  but  mainly  by 
achers  of  health  and  physical  education.  It  is  my  feeling  that 
jlucation  about  alcohol  should  be  taught  in  a subject  which  is 
ken  by  all  students,  at  all  grade  levels  — and  health  and  physi- 
il  education  is  the  most  logical  subject.  Alcohol  education  can 
5 fitted  quite  nicely  into  the  present  health  course,  and  taught 
/ a specialist  in  the  health  field. 

Certainly,  we  must  not  underestimate  the  role  of  the  teacher 
l this  controversial  area.  My  job  as  teacher  training  consultant 
>r  the  Foundation  is  to  travel  throughout  Ontario,  meeting  and 
inducting  seminars  with  small  groups  of  secondary  school 
:achers,  showing  them  our  materials  and  suggesting  ways  in 
diich  the  subject  can  be  handled  in  the  classroom.  We  also 
ticourage  teachers  to  attend  the  Foundation’s  annual  two-week 
immer  course  on  alcohol  and  problems  of  addiction.  We  have 
eard  it  said  that  ideally  all  teachers  would  teach  about  alcohol 
1 all  subjects  as  it  relates  to  their  particular  subject.  My  own 
bjection  to  this  is  that  alcohol  education  requires  special  skills, 
pecial  knowledge,  and  that  it  may  become  so  integrated  that 
ne  would  have  difficulty  finding  it. 


teaching  Students  Who  Drop  Out 

Although  Ontario’s  present  course  of  study  is  under  revision, 
could  safely  say  that  alcohol  education  is  now  being  taught 
nostly  in  grades  11  and  12.  If  we  take  a look  at  the  average 
tudent  drop-out  figures  over  the  past  10  years  in  Ontario,  for 
very  100  students  who  enter  grade  nine,  18  will  not  reach  grade 
0;  43  will  not  reach  grade  11;  51  will  not  reach  grade  12;  and 
3 will  not  reach  grade  13.  Thus,  it  can  be  plainly  seen  that  if  we 
oncentrate  on  the  senior  grades— 11  and  12  — then  43  per 
'ent  of  the  students  who  enter  high  school  will  leave  without 
benefit  of  instruction  in  this  important  area.  Since  the  student 
Irop-out  is  minimal  between  grades  eight  and  nine,  I feel  that  we 
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could  safely  start  teaching  about  alcohol  in  the  first  year  of  high} 
school,  and  this  is  our  present  goal  in  Ontario.  If  this  be  thej 
case,  we  must  not  subject  the  same  students  to  the  same  materials! 
year  after  year  as  they  progress  through  our  school  system. 

I 

I am  quite  aware  that  teachers  have  but  limited  time  at  their] 
disposal,  and  many  special  interest  subjects  which  demand  atten-j 
tion.  I would  suggest  that  at  the  grade  nine  and  10  level,  two] 
periods  be  used  to  give  the  students  suitable  information  related! 
to  their  age  group.  At  the  senior  level,  possibly  four  periods] 
should  be  used,  concentrating  on  the  social  aspect  of  the  use  or] 
non-use  of  alcoholic  beverages. 

] 

I would  like  to  suggest  that  alcohol  education  in  the  schools! 
is  not  the  answer  to  our  problem,  but  it  is  one  part  of  the] 
answer.  Alcohol  education  calls  for  an  attack  on  a broad  front,] 
as  well  as  the  mobilization  and  coordination  of  all  community  1 
resources.  No  one  discipline,  no  one  profession,  no  one  organi-  j 
zation,  has  the  total  answer.  I think  we,  in  the  schools,  have  to 
work  closely  with  these  organizations  and  coordinate  our  attack,  j 
In  Ontario,  we  encourage  the  students  to  take  home  our  illus-j 
trated  booklet,  “It’s  Best  to  Know  About  Alcohol,' for  parents  ] 
to  read  and  digest.  This  has  been  an  excellent  entree  into  the] 
homes  and  the  community  at  large. 

. 

. 

Mental  Health  — An  important  Goal 

I 

No  one  needs  to  remind  us  of  the  serious  nature  of  the  prob-  \ 
lems  of  alcohol  in  our  society.  Alcohol  and  its  related  problems  j 
are  interwoven  into  the  psychological  and  social  issues  and  forces  j 
in  our  society  — elements  in  which  changes  occur  only  slowly.  1 
The  more  I delve  into  this  area,  the  more  I am  convinced  that 
the  true  goal  of  prevention  is  in  the  area  of  mental  health.  What  ] 
is  it  in  our  society  that  breeds  alcoholism?  Why  do  people  1 
readily  turn  to  chemicals  for  a solution  to  their  problems? 

1 


In  his  book  on  mental  health^2),  Dr.  D.  L.  Farnsworth  sug- 
sts  that  the  mental  health  in  our  schools  has  a great  deal  to  do 
th  emotional  blocks  to  learning,  and  with  how  the  teacher  and 
a students  interact.  He  asks  the  question  whether  we,  as 
ucators,  regard  the  students  as  living,  feeling,  developing  per- 
nalities  with  an  infinite  variety  of  approaches  to  the  problem 
attaining  maturity,  or  do  we  regard  them  simply  as  willing  or 
iwilling  receptacles  into  which  knowledge  is  to  be  poured.  He 
ks  whether  we  foster  curiosity  or  rebellion.  Are  we  intellec- 
ally  honest  with  them  in  dealing  with  such  controversial 
bjects  as  sex  and  alcohol? 


icing  Life's  Challenges 

One  of  the  most  important  goals  of  prevention  in  this  area,  1 
dieve,  is  to  teach  students  to  understand  themselves,  to  recog- 
ze  their  limitations  and  their  capacities,  their  shortcomings  and 
eir  strong  points  — real  life  is  not  all  peaches  and  cream,  but 
combination  of  good  luck  — bad  luck,  good  health  — ill  health, 
3S  and  downs.  It  is  immature  not  to  recognize  problems;  it  is 
imature  to  run  away  from  problems;  and  it  is  immature  to  try 
blot  out  these  problems  by  means  of  chemicals. 

The  simple  prayer  that  has  become  identified  with  Alcoholics 
nonymous  has  much  meaning  in  this  context: 

“God  grant  me  the  serenity  to  accept 
the  things  I cannot  change, 
the  courage  to  change  the  things  I can, 

and  the  wisdom  to  know  the  difference.”  ffl 
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A ddiction  is  not  just  a simple  relationship  between  man  and 
^ **  chemical.  Some  authorities  view  it  as  principally  physical, 
some  see  it  as  predominantly  psychological , and  yet  others  feel 
that  it  involves  the  total  human  being  in  all  his  parts.  Some 
would  apply  the  term  to  such  usually  harmless  pastimes  as  bridge, 
fishing,  dancing  or  stamp  collecting.  There  are  even  said  to  be 
<(work  addicts”! 

People  tend  to  view  such  matters  with  alarm  only  when 
* alleged  addictions  bring  harm  or  potential  harm  to  the  individual 
or  to  society.  The  most  commonly  known  of  these  harmful  ad- 
dictions are  alcoholism  and  drug  addiction.  Other  addictions, 
such  as  eating,  gambling,  smoking,  working  and  so  on,  are  only 
now  beginning  to  be  looked  upon  in  this  same  light  by  many 
people.  Their  dangers,  particularly  in  the  case  of  smoking  and 
barbiturates,  have  recently  been  getting  a lot  of  public  attention. 

In  this  issue  of  ADDICTIONS,  articles  range  from  the  well 
known  to  the  lesser  known  addictions.  The  purpose  in  presenting 
such  a range  of  subject  — and  the  views  of  religionists  as  well 
as  other  therapists  — is,  of  course,  to  broaden  our  horizon  so 
we  will  be  better  able  to  deal  with  the  spectrum  of  human 
problems. 

— N.F . 
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A Religious  Perspective  on  Alcohol 

Some  Introductory  Comments 

by  W.  E.  Boothroyd , M.D.* 


Thinking  practice  and  religious  practice  usually  have  a great 
^ deal  in  common.  The  six  hour  period  immediately  preced- 
ing the  Christian  Sabbath  witnesses  more  drinking  of  alcoholic  i 
beverages  than  any  other  six  hour  period  during  the  week.  On 
the  other  hand,  the  act  of  drinking  alcohol  in  varying  amounts 
forms  the  basis  of  some  of  the  most  sacred  rites  of  all  the  major 
religions  with  the  exception  of  Mohammedanism,  and  the  drink- 
ing of  wine  in  the  Holy  Communion  of  the  Christian  church 
forms  the  apex  of  the  act  of  worship.  In  this  regard,  Dr.  E.  M. 
Jellinek  has  pointed  out  that  wine  has  a symbolic  significance 
and  thus  has  a prominent  part  in  the  religious  rites  of  primitive 
as  well  as  modern  societies.  Finally,  it  is  not  by  chance  that  the  ! 
most  successful  program  for  preventing  alcoholism  that  we  know  i 
of  in  our  culture  today  is  that  practiced  by  Alcoholics  Anony- 
mous — and  this  program  is  built  around  a vague  but  powerful 
religious  feeling. 


Faith  Is  Basic 

Faith  is  one  of  the  main  tenets  of  religion,  and  its  power  has 
been  fully  demonstrated  although  rarely  explored.  The  Judaeo- 
Christian  religion  emphasizes  faith  in  God,  and  one  form  of 
this  — “faith  in  a higher  power”  - — is  central  in  the  program  of 
Alcoholics  Anonymous.  Many  an  alcoholic  states  that  his  prob- 
lem is  intimately  related  to  loss  of  faith  in  himself  and  in  others. 


* Dr.  Boothroyd  is  a psychiatrist  trained  in  theology.  He  is  head  of  the  Division 
of  Psychiatry  at  Sunnybrook  Hospital,  Toronto.  This  article  and  the  following 
four  articles,  were  originally  presented  in  lecture  form  at  the  second  Residential 
Summer  Course  on  Alcohol  and  Problems  of  Addiction,  co-sponsored  by  the 
Addiction  Research  Foundation  and  the  Faculty  of  Medicine,  Queen’s  Uni- 
versity, in  Kingston  during  June,  1963. 
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Conversely,  although  we  do  not  like  it,  most  of  society  including 
its  treating  agencies  has  little  faith  in  the  alcoholic. 

When  we  get  down  to  details,  the  various  branches  of  the 
main  religions  of  Western  society  take  somewhat  differing  points 
of  view  towards  alcoholism,  based  partly  on  a striking  difference 
in  attitude  towards  the  drinking  of  alcohol.  The  following  four 
articles  represent  different  branches  of  religion  with  points 
of  view  that  also  differ.  All  of  these  religious  groups  have  more 
or  less  active  programs  for  helping  alcoholics,  so  it  is  obvious 
that  the  availability  of  help  does  not  depend  on  attitude;  but 
undoubtedly,  the  type  of  program  which  is  evolved  does  reflect 
differences  in  underlying  assumptions  and  convictions.  ■ 


The  Salvation  Army: 

Abstinence  and  Salvation 

by  Brigadier  Thomas  Ell  wood* 

YyTilliam  Booth,  the  founder  of  The  Salvation  Army,  was 
VV  always  concerned  with  the  alcoholic.  It  has  been  said, 
although  it  is  perhaps  only  a half-truth,  that  William  Booth 
raised  his  Army  in  the  first  place  for  the  alcoholic,  telling  his 
young  son  Bramwell  at  an  open  public  house  door,  “Bramwell, 
these  are  our  people.”  As  an  ex-Methodist,  he  always  banned 
drink  for  everyone  but  the  alcoholics  who  enlisted  under  his 
banner. 

Actually,  official  Salvation  Army  books  do  not  say  a great 
deal  about  the  Army’s  attitude  toward  the  use  of  intoxicants. 
But  what  little  is  said  is  very  clear:  “The  Salvation  Army  is 
united  in  its  stand  against  the  use  of  intoxicating  drinks.”  The 
regulations  for  soldiers  of  the  Army  state,  “The  use  of  intoxi- 
cating liquors  is  still,  in  most  parts  of  the  world,  a terrible  evil 

* Brigadier  Ellwood  is  education  secretary  of  The  Salvation  Army’s  William 
Booth  Memorial  Officers’  Training  College  in  Toronto,  and  is  responsible  for 
the  educational  work  of  cadets  at  the  college. 
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causing  indescribable  misery,  terrible  ruin,  and  spiritual  loss. 
The  only  course  which  will  ensure  personal  safety  and  helpful 
influence  over  others,  with  regard  to  strong  drink,  is  to  abstain 
entirely  from  its  usage.  No  one  can  be  or  remain  a Salvation 
Army  soldier  who  takes  intoxicating  liquor.”  The  regulations 
further  state:  “The  salvation  of  those  enslaved  by  strong  drink 
has  ever  been  a main  feature  of  the  Army’s  efforts.  The  ravages 
of  strong  drink  make  it  urgent  that  every  officer,  whatever  his 
particular  sphere  of  labor,  should  do  his  utmost  to  rescue  drink 
slaves.” 


The  Worth  of  Every  Man 

The  Salvation  Army  is  a Christian  communion  with  a strong 
and  compassionate  interest  in  social  problems.  Therefore,  it  is 
not  surprising  that  it  should  be  concerned  with  the  problem  of 
alcoholism.  We  cannot  be  passive  when  men  and  women  are 
brought  to  ruin  and  to  tragedy  through  drinking,  and  when  so 
many  are  affected.  We  have  a sense  of  the  worth  of  every  man, 
of  his  spiritual  and  moral  possibilities;  and  we  have  a vision  of 
life  as  it  should  be  lived;  an  awareness  of  our  duty  to  our  fellows; 
and  a deep  sympathy  with  all  who  suffer. 

Total  abstinence  is  a rule  for  membership  in  the  Army.  This 
doesn’t  mean  that  we  believe  in  a sort  of  negative  morality,  or 
a life  which  is  simply  based  on  moral  prohibitions.  We  quite 
realize  that  there  is  a positive  aspect  to  life.  We  would  like  to 
see  all  men  abstainers;  we  feel  it  would  be  good  for  them  and  for 
society.  We  also  seek  to  restrict  the  manufacture  and  sale  of 
alcoholic  beverages.  We  believe  that  there  is  a great  deal  in  the 
word  of  God  in  the  scriptures  concerning  the  condemnation  of 
strong  drink. 


Can  Moderation  Be  Christian? 

Sometimes  we  come  in  contact  with  people  who  say,  “Well, 
it’s  alright  to  use  intoxicants  providing  they  are  used  in  modera- 
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tion.”  They  remind  us  that  the  Bible  says,  “Let  your  modera- 
tion be  known  to  all  men”.  But  we  wonder,  can  moderation  in 
the  use  of  intoxicants  ever  be  Christian?  We  are  told  that  some 
sincere  Christians  use  intoxicants  in  moderation.  But  after  all, 
I suppose  it’s  true  that  very  often  sincere  Christians  have  done 
things  which  other  Christians  consider  wrong  or  doubtful.  For 
instance,  John  Newton,  who  gave  to  us  so  many  of  our  beautiful 
Christian  hymns,  for  many  years  saw  nothing  wrong  in  being 
engaged  in  the  slave  trade  — although  he  did  see  it  toward  the 
end  of  his  life.  In  all  of  us,  there  are  blind  moral  spots,  the 
elimination  of  which  can  only  be  brought  about  by  discipline  and 
obedience. 

Some  people  say  that  if  we  do  not  use  intoxicants  to  excess, 
then  surely  there’s  no  moral  issue  involved.  But  we  would  say, 
can  a man  carry  even  a small  amount  of  liquor  with  impunity? 
It  would  seem  that  moderate  drinking  is  really  the  introduction 
to  problem  drinking.  Actually,  if  it  were  not  for  the  prevalence 
of  moderate  drinkers,  the  liquor  traffic  would  not  really  exist. 
It  would  seem  that  the  moderate  drinker  helps  to  keep  the  alco- 
holic problem  a real  issue  in  our  society.  We  have  a responsi- 
bility to  others  in  the  matter  of  personal  influence  by  our 
example. 


The  Power  of  Personal  Example 

No  one  is  induced  to  begin  drinking  by  seeing  the  effects  of 
alcoholism  in  a heavy  drinker,  but  many  are  influenced  by  the 
i example  of  a good  man  who  professes  that  alcohol  doesn’t  do 
him  any  harm.  Thus,  I would  express  my  conviction  that  the 
moderate  drinker  is  really  a strong  influence  in  adding  recruits 
to  the  ranks  of  those  who  use  intoxicating  drinks.  The  results 
of  the  use  of  alcoholic  beverages,  looked  at  in  the  light  of  Christ’s 
life  and  teaching,  leave  us  no  option  but  to  place  them  under 
the  unreserved  condemnation  of  all  who  recognize  Christ  as 
Lord.  It  causes  such  widespread  wreckage  of  humanity  that  it 
is  the  enemy  of  Christ  who  came  to  save  men’s  lives.  If  in  a 
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realized  kingdom  of  Christ  on  earth,  alcohol  can  have  no  place, 
then  it  can’t  have  a place  in  a church  which  is  supposed  to  be  j 
a partial  realization  of  the  kingdom  of  Christ  on  earth  and  the  t 
means  by  which  that  partial  realization  is  to  be  extended  to  in- 1 
elude  the  whole  world. 

I might  just  say  a word  or  two  with  regard  to  our  attitude  j 
towards  the  treatment  of  the  alcoholic.  We  do  have  compassion  * 
for  the  alcoholic  and  a desire  to  help  him.  This  has  been  so 
from  the  earliest  days  of  the  Salvation  Army.  Our  instructions  \ 
for  the  guidance  of  Salvation  Army  officers  say:  “In  the  rescue  I 
of  the  alcoholic,  much  wisdom,  patience  and  love  are  necessary. 
The  Salvationist’s  heart  must  be  aflame  with  Christ-like  compas- 
sion if  he  is  to  be  capable  of  the  pity  and  perseverance  which 
is  required.  In  dealing  with  those  under  the  power  of  strong  , 
drink,  a Salvationist  shall  insist  upon  the  uselessness  of  anything 
short  of  genuine  conversion  by  the  power  of  God.  He  should  j 
show  that  the  sign  or  pledge  to  make  resolutions  or  even  praying 
for  help  to  overcome  the  drink  are  not  enough.  There  must  be  j 
willingness  to  renounce  all  wrong  and  let  God  renew  the  heart 
and  the  life.  We  believe  that  Christ  can  deliver  men  and  women 
from  the  power  of  strong  drink  where  they  will  allow  Him  to 
do  so.” 


Religion  — A Foundation 

Of  course,  we  realize  that  some  people  are  rescued  from 
alcoholism  without  any  religion  whatsoever.  That  happens  even 
in  connection  with  our  Harbor  Light  work.  We  have  men  who 
go  to  the  Harbor  Light;  they  never  make  a committal  of  their 
lives  to  God;  they  never  come  to  Christ;  and  yet,  because  of  the 
therapy  and  the  counselling,  they  apparently  go  out  all  sobered 
up.  But  we  never  feel  that  this  is  a really  satisfactory  basis.  We 
feel  that  if  the  alcoholic  is  to  achieve  a permanent  victory,  life 
must  have  an  adequate  foundation  for  him.  If  he  goes  out 
without  a religious  basis,  chances  are  he’ll  come  up  against  some 
other  crisis  or  get  into  some  difficulty  and  he  will  be  overturned. 
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When  he’s  cured,  he  needs  the  high  purpose  of  religion;  he  needs 
the  fellowship  of  the  church;  he  needs  the  strength  which  only  re- 
ligion can  give  him. 

Of  course,  this  doesn’t  mean  that  we’re  not  willing  to  use 
practical  aids  — we’ve  always  done  so.  In  connection  with  the 
Salvation  Army  work  and  the  Harbor  Light  Centres,  we  give 
attention  to  counselling  and  to  medical  care.  We  work  in  close 
association  with  hospitals  and  with  doctors.  We  have  therapy 
and  we  have  recreation.  As  far  as  scientific  methods  are  con- 
cerned, we  have  an  open  mind;  we  are  alert  to  new  light  and 
knowledge. 

To  summarize,  I would  say  The  Salvation  Army  believes  in 
total  abstinence  as  a rule  for  its  membership;  and  in  view  of  all 
that  is  involved,  we  believe  that  this  is  the  only  safe  rule  to 
follow.  We’re  very  much  interested  in  helping  the  alcoholic,  and 
we  believe  he  needs  the  transforming  power  of  Christ,  but  we 
also  welcome  the  use  of  other  aids.  ■ 


The  United  Church: 
Tolerance  and  Information 

by  D.  M.  Mathers,  M.A.,  B.D.,  Ph.D.* 


T)rotestants  always  like  to  base  themselves  upon  the  Bible  and 
often  make  somewhat  exaggerated  claims  about  this.  The 
report  of  the  United  Church,  entitled  “The  Church  and  the  Alco- 
hol Problem”,  says,  as  far  as  the  Bible  is  concerned,  four  things: 
that  wine  under  various  names  was  a customary  beverage  and  its 
use  was  generally  accepted  both  in  the  Old  Testament  and  the 
New;  the  dangers  of  intemperance  are  constantly  being  warned 
against  and  the  sin  of  drunkenness  is  universally  condemned;  and 
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the  harmful  effects  of  drunkenness  upon  social  and  national  life 
are  always  being  pointed  out.  It  goes  on  to  say  that  at  certain 
times  in  the  Bible,  there  were  people  like  certain  of  the  priests 
or  religious  groups  — the  Nazarites  and  the  Rechabites  — for 
whom  total  abstinence  was  required  for  shorter  or  longer  periods. 
But  this  is  not  a general  attitude  among  biblical  people.  And 
then,  of  course,  there  is  the  teaching  to  which  Brigadier  Ellwood 
referred,  that  for  the  Christian  a sense  of  responsibility  toward  | 
God  and  his  brothers,  as  well  as  to  himself,  requires  responsi- 
bility in  this  matter. 


Strongly  Determined  by  Tradition 

But  this  isn’t  a closed  case  as  far  as  biblical  teaching  is  con- 
cerned. In  fact,  we  in  the  Protestant  churches  are  much  more 
strongly  determined  by  our  tradition  than  we  are  by  scripture  — 
although  that  might  not  be  a very  popular  thing  to  say.  To  begin 
with,  Martin  Luther  as  is  evident  to  everybody  who  knows  any- 
thing about  him,  was  no  teetotaler.  The  United  Church,  of 
course,  has  no  Lutheran  constituents,  but  there  are  three  main 
branches  in  our  communion  which  united  in  1925  — Presby- 
terian, Congregational  and  Methodist.  I don’t  think  there  is 
anything  distinctive  about  the  Congregational  witness,  so  I’ll 
speak  about  the  first  and  the  third. 

Presbyterians  stem  from  John  Calvin.  Calvin  was  a French- 
man, born  in  northern  France  in  the  early  16th  century.  He 
had,  I think,  the  normal  attitudes  toward  beverage  alcohol  that 
the  people  of  his  time  did.  He  frequently  denounced  drunken- 
ness as  almost  any  churchman  of  his  time  would  have  done;  and 
during  his  regime  in  Geneva,  he  made  serious  attempts  not  to 
introduce  prohibition  — but  to  close  down  bawdy  taverns  which 
were  a great  problem  to  him  for  many  moral  reasons.  But  this 
attempt  to  replace  the  taverns  with  tea  or  coffee  shops  was  not- 
ably unsuccessful,  and  Calvin  gave  it  up  within  a matter  of 
months.  (Perhaps  it  was  because  neither  tea  nor  coffee  had  yet 
been  discovered,  and  I don’t  know  what  they  really  tried  to  serve 
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in  these  places.)  The  point  I’m  trying  to  make  is  that  in  the  old 
state  of  Presbyterianism,  there  is  no  strong  attitude  on  this 
matter.  I,  myself,  was  brought  up  in  a Presbyterian  church 
which  belonged  to  the  Old  Kirk  tradition.  We  celebrated  the 
Holy  Communion  in  port  wine,  and  so  far  as  I know,  there  were 
no  total  abstainers  in  the  congregation.  There  were  a lot  of 
people  who  normally  drank  strong  drink  in  their  homes. 

But  there  is  another  side  of  the  Presbyterian  picture  and  this 
stems  from  Thomas  Chalmers.  This  side  took  a strong  position 
on  the  question  of  drinking.  These  Presbyterians  followed  almost 
exactly  the  Methodist  line  — not  requiring  total  abstinence  for 
membership,  but  making  it  an  almost  necessary  obligation  for 
members  of  the  church.  I suggest  that  the  reason  for  this  is  not 
a different  view  of  the  scriptures,  but  that  Presbyterianism  in 
Scotland  by  the  middle  of  the  19th  century  had  encountered  two 
things:  the  Industrial  Revolution  and  urbanization.  And  it  was 
largely  through  the  experience  of  the  Free  Church  of  Scotland, 
in  towns  facing  a widespread  problem  of  alcoholism,  that  it  came 
to  take  the  kind  of  attitude  which  Brigadier  Ellwood  has  de- 
scribed. 


The  Influence  of  John  Wesley 

This  had  earlier  come  to  pass  with  John  Wesley,  an  Anglican 
and  a Fellow  of  an  Oxford  College.  In  all  the  books  I’ve  read 
about  him,  I have  encountered  no  reference  that  Wesley  com- 
plained about  Fellows  of  Oxford  colleges  drinking  port  after 
dinner  in  the  Combination  Rooms.  I don’t  suppose  Wesley 
would  even  have  been  bothered  very  much  if  an  occasional  Ox- 
ford don  became  an  alcoholic.  This  might  be  a personal  prob- 
lem, but  as  far  as  I know,  it  wasn’t  for  him  a large  scale  social 
problem. 

But  when  Wesley,  after  his  evangelical  experience,  became 
an  evangelist  to  the  poor,  he  began  to  encounter  a very  wide- 
spread form  of  social  evil  which  made  him  change  most  of  his 
attitudes  towards  liquor.  I want  now  to  quote  what  I think  is 
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a very  impressive  passage  from  one  of  Wesley’s  sermons  — a : 
sermon  on  the  use  of  money.  It’s  not  about  liquor;  it’s  about  the  ^ 
use  of  money.  Wesley  has  a great  number  of  things  to  say  about 
how  one  should  earn  one’s  living;  how  one  should  spend  one’s  < 
money;  and  in  particular,  what  are  lawful  economic  endeavours.  r 
He  says,  for  instance,  “It  is  not  consistent  with  brotherly  love  to 
sell  your  goods  below  the  market  price.  Anybody  in  business  i 
must  charge  a fair  price  for  the  goods  which  he  manufactures  r 
and  offers  for  sale.  This  is  only  economic  fair  play.  None  can  ^ 
gain  by  swallowing  up  his  neighbor’s  substance  without  gaining  le 
also  the  damnation  of  hell.”  Wesley  uses  quite  strong  language  |e 
about  price  cutting,  and  I don’t  know  what  he  would  say  about 
discounts  in  supermarkets. 


A Curse  on  Distillers  ]\ 

His  next  concern  is  with  the  earning  of  one’s  daily  living. 
“Neither  may  we  gain  our  living  by  hurting  our  neighbor  in  his 
body.  Therefore,  we  may  not  sell  anything  which  tends  to  impair  t 
health.  Such  is  eminently  all  that  liquid  fire,  commonly  called 
drams  or  spirituous  liquors.  It  is  true  these  may  have  a place  in 
medicine.  They  may  be  of  use  in  some  bodily  disorders,  although 
there  would  rarely  be  occasion  for  them  were  it  not  for  the  un- 
skillfulness of  the  practitioners.  Therefore,  let  such  prepare  and  I 
sell  them  only  for  the  same,  and  keep  their  conscience  clear. 

But  who  are  they?  Who  prepare  liquors  only  for  this  end?  Do 
you  know  10  such  distillers  in  England?  Then  excuse  these. 

But  all  who  sell  them  in  the  common  way  to  any  who  will  buy 
are  poisoners  general.  They  murder  His  Majesty’s  subjects  by 
wholesale.  Neither  does  their  eye  pity  nor  spare.  They  drive 
them  to  hell  like  sheep.  And  what’s  their  gain?  Is  it  not  the 
blood  of  these  men  who  would  then  envy  their  large  estates  and 
their  sumptuous  palaces?  A curse  is  in  the  midst  of  them.  The 
curse  of  God  cleaves  to  the  stones,  the  timber,  and  the  furniture 
of  them.  The  curse  of  God  is  in  their  gardens,  their  walks,  and 
their  groves  — a fire  that  burns  to  the  nethermost  hell.”  Wesley 
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goes  on  at  some  length  to  make  plain  that  we  may  not  gain  by 
hurting  our  neighbor  in  his  body.  I think  this  is  significant. 

It  seems  to  me  that  the  strongest  point  which  Wesley  him- 
self made,  and  the  strongest  point  which  has  been  consistently 
made  by  Methodists  and  by  the  United  Church,  is  not  against 
individual  drinking  — but  against  what  is  commonly  called  the 
liquor  traffic.  I could  quote  at  some  length  from  United  Church 
reports  to  illustrate  this  point.  However,  it  is  my  feeling  that  a 
distinction  has  to  be  made  here:  this  matter  only  became  of 
really  crucial  importance  among  Protestants  after  the  Industrial 
Revolution  in  the  face  of  problems  of  urbanization.  It  became 
a large  scale  social  problem,  I think,  because  of  the  easy  access 
of  industrial  workers  to  distilled  spirits. 


Three  Attitudes  Towards  Alcohol 

I suggest  that  there  are  three  levels  at  which  Protestants  are 
accustomed  to  view  the  alcohol  problem.  First  of  all,  they  would 
make  the  general  assertion  that  in  the  scriptures,  wine  is  generally 
regarded  as  one  of  the  good  gifts  of  the  Creator.  If  we  misuse 
it,  that’s  our  blame  — not  His.  Secondly,  they  consistently  urge 
that  intemperance  is  a danger  to  oneself  and  a bad  example  to 
others;  and  thirdly,  that  the  social  evils  associated  with  alcohol 
are  very  grave  and  are  to  be  violently  opposed.  I suggest  that 
these  three  points  represent  a progression  from  more  abstract 
generalized  theological  statements  to  more  particular  ones.  And 
I want  also  to  suggest  that  they  probably  represent  a develop- 
ment in  time.  From  the  other  lectures,  you  will  see  that  the 
older  communions  and  religions  represent  a more  liberal  attitude 
to  liquor;  the  modern  ones  are  much  more  apprehensive  about 
its  dangers. 

The  report  of  the  United  Church  on  “The  Church  and  the 
Alcohol  Problem”  indicates  where  our  church  now  stands.  This 
report  was  written  by  a large,  representative  and  well-informed 
committee.  It  was  presented  to  the  General  Council  of  1960, 
debated,  amended,  and  accepted;  and  it  is  hoped  that  its  recom- 


[11] 


mendations  will  set  the  lines  of  policy  to  guide  the  church  for  the  ! 
next  10  or  15  years. 

First  of  all,  the  report  makes  some  recommendations  about 
personal  attitudes  of  individual  members  of  the  church:  “Be  it 
resolved:  that  we  call  upon  the  people  of  our  church  to  practice  t 
Christian  love  in  their  attitude  toward  all  men.  In  the  issue  of 
temperance  and  abstinence,  we  exhort  them  to  be  informed  in  | 
their  own  opinions  and  tolerant  toward  their  fellow  church 
members  who  held  different  views.”  That’s  the  first  statement  — ! 
tolerance  and  information.  Secondly,  “The  Commission  recom- 
mends that  the  practice  of  voluntary  total  abstinence  is  the  wisest 
and  safest  course  to  follow  in  relation  to  the  use  of  beverage 
alcohol;  and  those  who  take  this  position  have  an  obligation  to 
do  their  part  in  maintaining  Christian  fellowship  with  those  who 
do  not.”  Thirdly,  “The  Commission  recommends  that  those  who 
exercise  their  right  to  use  alcoholic  beverages  avoid  any  excess, 
and  do  their  part  in  maintaining  Christian  fellowship  with  those 
who  believe  in  total  abstinence.”  This  is  the  main  point — it  is 
recognized  that  there  is  a normal,  acceptable  use  of  beverage 
alcohol  for  Christians. 


Guides  to  Christian  Conduct 

Total  abstinence  is  not  made  a condition  for  church  member- 
ship. There  have  been  many  people  who  tried  to  make  it  such  in 
the  United  Church,  but  there  is  a clause  in  the  basis  of  union 
which  says  that  no  conditions  of  church  membership  are  to  be 
imposed  which  are  not  grounded  in  the  New  Testament.  Now, 
nobody  quite  knows  why  that  clause  is  in  there,  but  it  has  fre- 
quently been  quoted  by  people  who  oppose  any  suggestion  that 
total  abstinence  be  a condition  of  membership  in  the  United 
Church. 

Having  laid  down  these  general  rules,  recognizing  that  there 
will  be  a difference  of  opinion,  and  urging  tolerance  and  informa- 
tion on  all  sides,  the  Council  outlines  certain  general  guides  to 
Christian  conduct: 
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First , to  those  who  regard  themselves  as  moderate  social 
drinkers,  and  who  consider  that  for  them  alcohol  is  not  a 
problem: 

(a)  Recognize  that  it  is  by  the  grace  of  God  if  you  are  free 
from  the  problems  of  alcohol. 

(b)  Acknowledge  that  your  drinking  habits,  although  not  a 
problem  to  yourself,  or  in  your  own  eyes,  may  be  such  in 
the  eyes  of  other  people;  and  consider  seriously  the  impact 
of  your  personal  example  upon  others. 

(c)  Consider  carefully  the  serious  dangers  in  using  beverage 
alcohol  in  the  light  of  technological  conditions  and  per- 
sonal tensions  in  modem  society;  and  be  aware  of  the 
increasing  risk  of  addiction  with  increased  use. 

(d)  Never  become  drunk  or  disorderly. 

Secondly,  to  those  who  drink  on  rare  occasions  only,  and  who 
consider  that  for  them  alcohol  is  not  a problem: 

(a)  Recognize  and  continually  remind  yourself  that  it  is  only 
by  the  grace  of  God  that  you  are  free  from  the  problems 
of  alcohol. 

(b)  Remember  that  this  drinking  pattern  can  make  your  per- 
sonal example  more  conspicuous  when  you  do  drink,  and 
consequently,  may  be  more  influential  upon  others  who 
may  not  be  able  to  control  their  drinking. 

(c)  Consider  carefully  the  serious  danger  of  using  beverage 
alcohol  in  any  amount  in  the  light  of  technological  and 
personal  tensions  in  modern  society,  and  the  risk  of 
eventual  addiction  which  is  involved  if  there  is  increasing 
frequency  of  use. 

(d)  Never  become  drunk  or  disorderly. 

Thirdly,  to  those  who  follow  the  principle  of  total  abstinence 
and  who  consider  that  for  them  alcohol  is  no  problem: 

(a)  Recognize  and  continually  remind  yourself  that  it  is  by 
the  grace  of  God  that  you  are  free  from  the  problems 
of  alcohol. 


(b)  Be  unafraid  to  uphold  your  convictions  and  defend  your 
actions.  Remember  that  the  power  of  personal  example, 
when  it  is  an  example  of  Christian  love,  can  help  other 
people  who  are  at  the  point  in  life  when  decisions  are 
being  made  about  the  use  of  beverage  alcohol. 

(c)  Let  your  affirmations  always  be  courteous  and  well- 
informed.  Never  make  a great  show  of  your  abstention; 
remember  that  love  vaunteth  not  itself. 

(d)  Do  not  assume  a “holier-than-thou”  attitude  towards 
others  who  use  beverage  alcohol.  Show  understanding 
for  those  who  take  a different  point  of  view.  Remember 
that  exaggeration  and  intolerance  in  support  of  your 
position  may  quite  literally  drive  people  to  drink. 

Fourthly,  to  those  who  occasionally  drink  to  excess,  or  who 
regularly  drink  to  excess,  or  who  have  become  addicted  to  alco- 
hol; and  to  those  who  may  or  may  not  recognize  that  they  have 
a serious  problem  with  alcohol: 

(a)  Honestly  admit  that  the  record  of  scriptures  speaks  of 
drunkenness  as  a sign  of  disharmony  with  God,  with  one- 
self, and  with  other  people.  Remember  that  while  drunk- 
enness is  condemned  in  the  scriptures,  the  person  afflic- 
ted is  never  beyond  the  reach  of  God's  love.  He  is  offered 
hope.  By  the  grace  and  mercy  of  God,  he  may  overcome 
his  problem. 

(b)  Remember  that  you  have  not  been  rejected  by  your 
church.  Problems  attendant  upon  excessive  drinking  of 
alcohol  are  not  grounds  of  separation  from  the  fellow- 
ship of  the  church  or  of  Christian  people,  but  rather 
signs  of  need  for  the  grace  of  God,  often  most  effectively 
available  through  the  practice  of  public  worship.  Your 
church  stands  ready  to  help  you  to  find  healing.  Many 
ministers  are  able  and  willing  to  counsel  sympathetically 
persons  and  families  with  alcohol  problems. 

(c)  Recognize  that  the  hostility  drunkenness  often  arouses  in 
others  is  directed  less  against  yourself  than  against  the 
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evident  threat  to  good  order  and  harmony  in  other 
people’s  lives. 

(d)  If  you  are  troubled  by  a sense  of  guilt  and  shame,  re- 
member that  it  is  not  your  place  to  conclude  by  yourself 
that  you  have  done  something  so  serious  that  there  is  no 
hope,  or  that  you  have  cut  yourself  off  from  the  grace  of 
God.  And  if  you  are  actually  making  a successful  battle 
against  your  problem,  remember  that  others  may  be 
helped. 


Education  and  Controls 

These  are  the  personal  recommendations  which  are  made. 
There  follows  a long  list  of  recommendations  about  alcohol  edu- 
cation and  social  controls.  While  these  social  controls  are  most 
significant,  it  would  be  pointless  to  go  into  detail  here;  however, 
I just  want  to  say  that  at  this  point  of  the  report  the  language 
becomes  notably  more  vigorous.  This,  I think,  is  typical  — that 
although  there  have  been  many  points  of  view  among  Presby- 
terians, for  instance,  and  sometimes  more  than  one  point  of  view 
among  Methodists,  there  tends  to  be  a pretty  unanimous,  vigor- 
ous opposition  to  what  is  called  in  this  report,  rather  intemper- 
ately,  the  liquor  traffic. 

Various  recommendations  are  also  laid  down  in  this  report 
suggesting  different  forms  of  legislative  control  to  discourage 
excessive  consumption  of  beverage  alcohol.  The  church  goes  on 
record  as  supporting  the  principle  of  local  option,  and  as  oppos- 
ing liquor  advertising  — quite  unanimously.  The  Commission  ex- 
presses its  opinion  on  its  opposition  to  all  forms  of  liquor  ad- 
vertising. It  approves  the  nationalization  of  the  alcohol  industry. 
And  here,  I think,  you  can  begin  to  detect  the  tones  of  Dr.  James 
Mutchmor,  Moderator  of  the  United  Church.  This  is  the  field 
in  which  he  has  been  most  active,  and  I suspect  he  is  typical  of 
our  church. 

It  was  only  quite  recently  — about  1952  that  the  church, 
in  its  public  statements  began  to  lay  much  stress  on  rehabilita- 
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tion:  “The  church  has  an  important  duty  to  perform  in  the  re-  j 
habilitation  of  the  alcoholic,  from  both  the  spiritual  and  the  social  | 
point  of  view.  In  carrying  out  these  functions,  it  should  not  work  { 
in  isolation  but  in  full  cooperation  with  Alcoholics  Anonymous,  | 
social  service  agencies,  parole  supervisors,  and  information 
officers.  It  is  further  recognized  that  organized  foundations  and 
bureaus  of  alcoholism  with  equipment  and  trained  staff  are  avail- 
able to  assist  the  church  in  its  efforts.  There  should  be  estab- 
lished, wherever  possible,  a close  liason  between  the  clergyman 
and  the  family  physician.” 

This  represents,  I think,  a comparatively  new  note  in  Protes- 
tant statements,  but  one  which  I hope  will  continue  to  be 
sounded.  H 


The  Roman  Catholic  Church : 

Virtue  and  Moderation 

by  Pius  A.  Riff  el,  S.J.,  M.A.* 

Qeveral  hundred  years  ago,  there  was  a devout  group  of  priests 
^ of  a certain  religious  order  in  Europe.  And  they  protested 
very  bitterly  against  the  introduction  of  coffee  at  breakfast.  They 
maintained  that  it  was  expensive,  it  was  injurious,  it  was  im- 
ported, and  it  was  exotic  — not  in  keeping  with  religious  poverty, 
and  not  befitting  men  dedicated  to  God.  They  insisted  on  re- 
taining their  traditional  breakfast  beverage — which  was  beer! 

The  problem  of  self-denial  versus  pleasure-seeking  can  arise 
from  many  sources,  and  I think  that  in  talking  about  the  control 
of  alcohol  or  the  use  of  alcohol,  one  has  to  put  it  in  a broader 
perspective.  We  can  get  pleasure  from  eating  candy,  from  danc- 
ing, from  drinking  coffee,  from  various  amusements,  from  sports, 

* Father  R'ffel  is  a lecturer  in  pastoral  psychology  at  Regis  College,  Willowdale, 
and  a staff  psychologist  at  St.  Michael’s  Hospital,  Toronto. 
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from  playing  golf,  from  table  delicacies,  from  wearing  beautiful 
clothing,  and  so  on.  The  modern  world  presents  us  with  many 
sources  of  pleasure,  and  the  individual  is  going  to  have  to  make 
some  judgment  about  these  various  pleasures. 


Old-Fashioned  Virtue 

In  the  use  of  alcohol,  I think  one  has  to  go  back  to  the  more 
general  idea  of  practicing  virtue.  Somehow  or  other,  virtue 
seems  to  be  an  old-fashioned  notion.  It’s  something  that  overly- 
pious  people  do;  it’s  not  manly;  it’s  kind  of  womanish;  it  doesn’t 
really  enable  a man  to  express  himself  as  a manly  person  (he’s 
not  a “he-man”;  how  can  you  be  a “Marlborough”  man  or  an 
“ale”  man  if  you  practice  virtue?).  Now,  this  is  because  virtue 
is  misunderstood.  I still  think  we  want  to  practice  virtue,  but 
we  have  other  words  for  it  because  the  science  of  psychology 
and  psychiatry  and  so  on  are  giving  us  another  way  of  approach- 
ing what  was  already  existing. 

What  does  virtuous  mean?  It  means  doing  that  which  is  be- 
fitting a man.  If  you  will  just  study  some  of  the  speeches  of 
Cicero,  the  word  “virtus”  comes  up  over  and  over  again,  simply 
meaning  doing  that  which  befits  a man. 

Today,  as  in  any  other  time,  the  only  way  we  can  reach  the 
goal  that  God  has  set  for  us  is  by  practicing  virtue.  Personality 
development,  in  its  healthy  sense,  means  becoming  and  doing 
what  befits  a man.  So  virtue  fits  in  with  personality  development. 
Many  see  religion  today  as  something  negative  — - as  that  which 
demands  doing  without  something.  It’s  always  “don’t  do  this, 
don’t  do  that;  if  you  do  this,  you’re  a naughty  boy;  you’re  a bad 
boy  because  you  did  this”.  And  so  the  horrible  spectre  of  re- 
ligion is  that  it  denies  my  having  all  the  fun  I want.  It  casts 
gloom  over  my  life.  It  denies  me  pleasure  — particularly  the 
pleasures  of  food,  of  drink,  and  sexual  indulgence. 

Religion,  despite  what  Freud  said,  is  here  to  stay  — just  as 
psychotherapy  is  here  to  stay.  However,  the  purpose  of  healthy 
religion  is  to  aid  one  to  a full  personality  development;  towards 


a full  self-actualization  and  realization;  towards  a mature,  real- 
istic personality  with  a broad  sense  of  self-direction,  able  to  meet 
head  on  the  full  reality  of  life  here  on  earth  in  all  its  vast 
complexity.  In  other  words,  religion  is  not  to  be  an  escape  from 
reality.  Healthy  religion  does  not  keep  a person  wrapped  up  in 
a cloak  of  immaturity,  or  with  a warped  personality  that  is 
constantly  trying  to  escape  the  reality  of  oneself  or  of  life. 


Religion  Is  Not  a Tranquilizer 

If  a lot  of  people  find  it  difficult  to  understand  why  religion 
isn’t  working  for  them,  or  why  they  are  disappointed  in  religion 
- — it’s  because  they  have  false  expectations  of  religion.  They  look 
upon  religion  as  an  aspirin  tablet;  it’s  supposed  to  have  the  same 
effect  as  the  tranquilizing  pill.  It’s  supposed  to  be  an  analgesic 
— and  we  may  as  well  place  it  in  the  category  of  these  other 
chemical  comforts.  A healthy  religion,  like  a healthy  view  on 
life,  is  reality  oriented.  It  takes  in  all  behavior,  including  the 
behavior  of  drinking  or  not  drinking. 

Our  drives  for  food,  drink  and  sexual  indulgence  are  blind 
and  strong.  If  left  to  themselves,  they  can  easily  lead  us  to  de- 
struction. Freud  pointed  that  out  very  clearly.  By  their  nature, 
they  clamor  for  immediate  gratification,  have  no  respect  for 
reality,  follow  no  logic,  and  have  no  concern  for  time.  This 
seething  mass  is  within  each  one  of  us.  These  drives  must  be 
guided  and  directed  by  another  part  of  the  personality  — one 
which  is  in  contact  with  reality,  follows  the  reality  principles, 
and  takes  into  account  time,  logic,  reason  and  values.  This 
implies  self-mastery  and  self-control  so  that  we  can  live  a life 
as  befits  a man  — which  means,  in  turn,  that  we  can  be  virtuous. 
Virtue,  then,  is  not  something  sterile,  something  unconstructive, 
and  something  frustrating. 

Religion  gives  us  added  reason  for  the  practice  of  virtue. 
Many  people,  because  they  feel  that  we  are  dealing  in  the  super- 
natural in  our  relationship  with  God,  push  aside  the  natural. 
Anything  that  is  natural  is  to  be  abhorred.  Religion  gives  us  a 
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supernatural  motive  for  practicing  self-denial,  for  being  an 
ascetic.  We  all  have  to  be  ascetics,  whether  we  like  the  word  or 
not  — and  it’s  not  necessarily  masochistic,  by  the  way.  It  turns 
temporal  time  into  eternal  value.  It  does  not  deny  our  natural 
destiny  here  on  earth  with  all  that  this  entails,  but  holds  out  to 
man  his  supernatural  destiny  of  immortal  life. 

I am  a Jesuit.  I would  like  perhaps  to  put  forth  a bit  of 
propaganda  for  a little  book,  entitled  “Spiritual  Exercises”,  which 
was  written  by  the  founder  of  the  Jesuits,  St.  Ignatius  Loyola. 
In  this  book,  he  enunciates  a famous  principle  and  foundation: 
“Man  was  created  to  pray,  reverence  and  serve  God  our  Lord, 
and  thereby  save  his  soul.  And  all  other  things  on  the  face  of 
the  earth  were  created  for  man’s  sake,  and  to  help  him  in  the 
following  out  of  the  end  for  which  he  was  created.  Hence  it 
follows  that  man  should  make  use  of  creatures  so  far  as  they  help 
him  towards  this  end,  and  should  withdraw  from  them  so  far  as 
they  are  a hindrance  to  him  in  regard  to  that  end.” 


Alcohol  is  Morally  Neutral 

Alcohol  is  one  of  those  “other  things  on  the  face  of  the 
earth”,  a creation  which  man  should  make  use  of  insofar  as  it 
helps  him,  and  withdraw  from  insofar  as  it  hinders  him  in  his 
journey  back  to  God.  It  is  not  one  of  those  things  which  in  itself 
is  forbidden  to  the  liberty  of  our  free  will,  such  as  stealing  or 
lying.  Alcohol  is  neither  morally  good  nor  morally  bad.  It  is 
morally  indifferent  or  morally  neutral  in  itself.  However,  it  is  a 
creature  which  can  become  extremely  attractive  to  our  sense 
appetites  and  so  requires  cautious  handling. 

When  man  becomes  overly  attracted  to  creatures,  his  reality 
orientation  becomes  distorted,  and  he  will  prefer  immediate 
pleasure  gratification  to  the  detriment  of  his  own  over-all  good 
which  is  under  the  regulation  of  the  reality  principle.  And  so, 
as  the  reality  principle  loses  some  of  its  swa’  over  the  person- 
ality, man  acts  less  as  befits  a man  — less  virtuous  — and  so 
harms  himself,  becomes  a stranger  to  his  real  self  and  conse- 
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quently  to  God.  This  preference  is  called  sin.  It  means  following 
our  blind  instincts  and  impulses  instead  of  acting  like  a human 
being.  It  means  giving  up  the  practice  of  virtue. 

The  practice  of  virtue  which  we  call  temperance  regulates  the 
drive  for  pleasure  of  food,  drink  and  sex.  When  temperance  is 
related  to  the  regulation  of  the  sex  drive,  we  talk  about  practicing 
the  virtue  of  chastity.  This  virtue  of  chastity  can  be  practiced 
either  by  total  abstinence  (as  when  some  priests  and  nuns  take 
the  vow  of  chastity),  or  it  can  be  practiced  by  using  it  in  modera- 
tion within  the  marriage  state.  Abstinence  is  that  part  of 
temperance  which  regulates  the  intake  of  food  and  ordinary 
drink.  Sobriety  would  be  that  part  of  temperance  which  regu- 
lates man’s  drive  for  strong  drink,  that  is,  beverage  alcohol. 


Temperance  — A Part  of  Virtue 

It’s  interesting  that  a special  virtue  has,  in  a way,  been  set  up 
for  the  control  of  beverage  alcohol.  St.  Thomas  indicates  that  a 
special  virtue  is  required  not  only  because  alcohol  is  so  attrac- 
tive, but  because  the  abuse  of  it  so  quickly  attacks  man’s  reason 
and  judgment,  first  diminishing  and  then  eliminating  them.  Thus, 
there  are  two  ways  of  practicing  sobriety,  as  there  are  two  ways 
of  practicing  chastity:  first  of  all,  by  a moderate  use;  secondly, 
by  complete  abstention. 

Some  practice  the  virtue  of  sobriety  by  total  abstinence;  they 
abstain  from  alcohol  for  natural  and/or  supernatural  reasons. 
For  example,  the  Little  Brothers  of  the  Good  Shepherd  are 
members  of  the  Roman  Catholic  Church  doing  specific  work  with 
alcoholics  — and  in  so  doing,  take  a vow  or  pledge  of  total 
abstinence.  Another  example  would  be  the  Pioneer  Movement 
in  Ireland  which  has  the  approval  and  approbation  of  the  Holy 
See.  Others  practice  virtue  by  using  alcoholic  beverages  and 
keeping  their  use  within  the  bounds  of  moderation  — also  for 
natural  and  supernatural  reasons. 

The  word  temperance,  as  I see  it,  means  primarily  modera- 
tion rather  than  total  abstinence.  To  identify  temperance  with 
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total  abstinence  is  actually  a rather  recent  development.  I would 
look  upon  the  practice  of  temperance  not  as  giving  up  something 
bad  for  something  good,  but  giving  up  something  good  for  some- 
thing better  for  various  reasons.  ■ 


Judaism:  Ritual  and  Learning 

by  Rabbi  Jerald  Bobrow,  M.A.* 

Cocial  scientists  studying  the  rapid  increase  in  the  rate  of  alco- 
^ holism  in  North  America  have  come  across  a startling 
exception  to  the  general  trend  — members  of  the  Jewish  faith 
rarely  become  alcoholics.  A Jew  seldom  becomes  blind  drunk, 
seldom  winds  up  in  jail,  in  a hospital,  or  as  a social  problem 
because  of  excessive  drinking. 

In  1951,  the  greater  Metropolitan  Toronto  population  was 
over  one  million,  and  included  some  60,000  Jews  — or  about 
six  per  cent  of  the  population.  At  the  same  time,  the  local 
branch  of  Alcoholics  Anonymous,  with  a membership  of  over 
1,000  had  had  only  two  Jewish  members  during  its  eight  years 
of  existence.  Another  revealing  fact  is  found  in  the  admission 
rates  for  alcoholism  to  the  Ontario  Hospital  in  the  1939  to  1948 
period.  On  a proportional  basis,  for  every  Jewish  alcoholic  there 
were  20  Irish,  20  Scandinavian,  six  English,  six  Scottish,  and 
five  French  alcoholics.  Inquiries  made  over  Canada  and  the 
United  States  reveal  that  the  Toronto  picture  of  Jews  and  alco- 
hol is  fairly  typical.  In  the  words  of  Immanuel  Kant,  the 
German  philosopher,  “women,  ministers,  and  Jews  do  not  get 
drunk.” 

How  do  we  account  for  this  low  rate  of  inebriety  among  the 
Jewish  group?  Here  we  make  a striking,  almost  paradoxical 

* Rabbi  Bobrow,  now  at  the  Monroe  Temple  of  Liberal  Judaism,  Monroe,  N.Y., 
was  assistant  rabbi  at  Holy  Blossom  Temple  in  Toronto  from  1961  to  1963. 
While  in  Toronto,  he  served  as  chaplain  to  the  Toronto  Psychiatric  Clinic  and 
Surmybrook  Hospital,  and  as  consultant  to  the  Addiction  Research  Foundation. 
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finding  — national  surveys  indicate  that  Jews  drink  more,  not 
less,  than  other  religious  groups.  What,  therefore,  lies  behind 
the  ability  of  the  Jews  to  drink  moderately  and  sensibly? 


The  Socred  Use  of  Wine 

Perhaps  the  basic  and  important  reason  is  the  Jew’s  ritual 
attitude  towards  drinking.  Drinking,  principally  in  the  form  of 
wine,  is  inextricably  bound  up  with  the  ceremonies  of  the  Jew’s 
religious  life.  Wine  is  consecrated,  and  drinking  is  an  act  of 
religious  communion.  This  association  starts  when  the  Jew  is 
eight  days  old  at  the  circumcision  ceremony.  Wine  is  blessed 
and  drunk,  and  drops  of  wine  are  even  placed  on  the  lips  of 
the  child  to  serve  as  a mild  anaesthetic.  There  are  at  least  four 
rituals  each  Sabbath  at  which  the  drinking  of  wine  is  an  essential 
act  of  communion.  At  Passover,  there  are  also  four  ritual  par- 
takings of  wine.  At  a marriage,  the  bridal  couple  and  their 
relatives  share  a cup  of  consecrated  wine.  Thus,  from  earliest 
childhood,  drinking  to  the  Jew  is  associated  with  his  attitude  of 
consecrating  life  to  a higher  purpose.  Drinking  is  not,  for  the 
Jew,  an  avenue  of  escape  from  life,  but  rather  an  attempt  to 
sanctify  it.  Professor  Robert  Bales,  formerly  of  the  Yale  Centre 
of  Alcohol  Studies,  comments  “In  my  opinion,  this  is  the  central 
reason  why  drunkenness  is  regarded  as  indecent  for  a Jew. 
Drunkenness  is  a profanity,  a perversion  of  the  sacred  use  of 
wine.” 

Growing  up  in  a home  where  drinking  is  accepted  as  casual 
and  as  a pleasant  part  of  life,  has  a profound  effect  on  children. 
Indeed,  one  Jewish  wine  manufacturer  advertises  his  product  as 
“wine  like  mother  used  to  make”.  A study  by  Dr.  Donald 
Davidson  Gladd,  in  which  he  compares  the  background  of  a 
group  of  Jewish  adolescents  with  that  of  an  Irish  group,  found 
that  the  Jewish  adolescents  were  encouraged  to  drink  at  home 
and  at  a much  earlier  age  than  the  non-Jewish  children.  In  the 
Irish  homes  where  drinking  for  children  was  forbidden,  he  found 
that  Irish  youngsters  started  drinking  clandestinely  outside  the 
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home  to  prove  they  were  men.  Summing  up  these  findings,  Dr. 
Gladd  says,  in  effect,  that  Jewish  children  have  the  opportunity 
to  learn  moderation  and  self-control  in  the  safety  of  a home 
setting  which  is  permissive  and  which  does  not  have  dual 
standards.  This  friendly  attitude  toward  drinking  is  part  and 
parcel  of  the  Jewish  tradition.  In  the  Bible,  there  is  the  quota- 
tion “Let  him  drink  and  forget  his  poverty.  And  the  psalmist 
praised  God  and  the  words,  for  wine  maketh  glad  the  heart  of 
man.” 


Drunkenness  Is  Condemned 

On  the  other  hand,  excessive  drinking  is  repeatedly  con- 
demned in  the  harshest  terms.  In  Proverbs,  the  question  is  “Who 
hath  woe  and  who  hath  sorrow?  They  that  tarry  too  long  at  the 
wine.  At  last  it  biteth  like  a serpent  and  stingeth  like  the  adder.” 
The  Talmud,  that  body  of  the  Jewish  civil  and  canonical  law, 
explains  “Wine  is  one  of  the  things  useful  in  small  quantities. 
While  one  cup  of  wine  is  recommended  for  a man,  two  are  dis- 
graceful, three  are  demoralizing,  four  brutalizing.”  Judaism, 
therefore,  is  basically  a religion  of  moderation.  It  accepts  man 
as  he  is  and  does  not  try  to  make  an  angel  of  him;  it  rather  seeks 
to  teach  him  to  act  so  that  he  learns  to  hallow  the  things  of  life 
for  the  sake  of  God.  This  factor,  it  seems,  is  the  most  important 
in  the  Jewish  attitude  towards  alcoholism. 

As  for  the  question  whether  the  Jew  drinks  moderately  be- 
cause he  fears  what  his  non-Jewish  neighbours  might  think  of 
him,  Charles  R.  Snyder  feels  that  long  before  the  Jew  starts 
figuring  out  whether  or  not  to  drink  in  excess,  he  has  already 
acquired  a set  of  habits  and  attitudes  towards  drink,  and  these 
habits  and  attitudes  are  hidden  deep  in  the  fabric  of  Jewish  life 
and  Jewish  culture.  The  Yale  researchers  feel  that  in  the  warmth 
of  the  Jewish  community  and  family  life,  there  may  be  found 
some  of  the  reasons  for  Jewish  sobriety.  Here  the  Jew  strongly 
feels  that  he  is  part  of  a group,  that  he  is  loved  and  accepted. 
Jewish  family  life  generally  is  integrated  and  close,  relatively 


permissive  and  accepting;  and  the  Jewish  community  structure, 
to  a large  extent,  is  an  extension  of  the  family  life.  By  contrast, 
the  alcoholic  is  not  a family  man.  He  is  likely  to  feel  alone,  re- 
jected, unloved  and  outside  of  things. 

Another  reason  which  may  account  for  the  absence  of  alco- 
holism amongst  Jews  is  the  extraordinarily  high  value  placed  on 
mental  faculties.  Scholars  have  always  held  an  honored  posi- 
tion in  Jewish  life.  Excessive  drinking  interferes  with  rational 
thought;  hence,  it  is  eschewed.  As  a child,  my  father  also  taught 
me  that  when  a Jew  has  troubles,  he  goes  to  the  synagogue  for 
communion  and  companionship  while  the  Gentile  goes  to  the 
bar  and  the  pub.  To  relieve  psychic  tension,  the  Jew  prays  and 
the  Gentile  drinks,  he  used  to  say.  Indeed,  this  is  a generalization 
and  a stereotype  which  is  false.  But  one  thing  it  certainly  did 
was  to  instill  in  me  certain  attitudes  toward  drinking. 


Food  and  Drink  Sanctify  Life 

Another  reason  that  Jews  are  rarely  alcoholic  may  be  because 
of  the  way  in  which  they  drink.  When  they  drink,  they  eat.  And 
they  seldom  take  liquor  alone.  Centuries  ago,  the  Talmud  ad- 
vised “wine  should  be  taken  with  meals — in  between  meals, 
it  intoxicates.”  The  wisdom  of  this  ancient  injunction  has  been 
dramatically  proven  in  the  laboratories  of  the  Yale  Centre  of 
Alcohol  Studies, 

It  is  no  coincidence  that  the  Jew  eats  as  he  drinks  since  food 
has  always  played  an  important  role  in  Jewish  life.  It  has  been 
said  that  Judaism  is  the  only  religion  that  takes  God  into  the 
kitchen  — referring,  of  course,  to  the  elaborate  Mosaic  laws 
which  specify  how  meat  should  be  slaughtered  and  prepared, 
and  which  foods  can  be  taken  together.  Food  and  drink,  there- 
fore, are  to  be  used  to  hallow  and  to  sanctify  life.  For  the  Jew, 
the  food  is  a sacrifice,  the  table  an  altar,  the  home  a sanctuary 
— a place  where  mother  and  father  are  priestess  and  priest. 

Jewish  eating  habits  may  provide  yet  another  important  clue 
in  solving  the  mystery  of  Jewish  moderation.  Is  it  possible,  ask 
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researchers,  that  instead  of  drinking  too  much  as  a method  to 
relieve  psychic  tension  some  Jews  eat  too  much?  In  other  words, 
is  he  a food  addict  instead  of  an  alcohol  addict?  Perhaps  so,  for 
we  find  in  statistics  that  obesity  is  an  increasing  Jewish  problem. 


Assimilation  Means  More  Alcoholism 

I would  leave,  however,  with  the  observation  that  as  Jews 
become  removed  from  the  traditional  basis  of  their  faith,  and 
become  more  assimilated  and  acculturated  into  the  general  so- 
ciety, we  find  that  the  incidence  of  alcoholism  amongst  Jews 
seems  to  rise  accordingly.  It  is  my  hope  and  fervent  prayer  that 
out  of  the  accumulated  wisdom  of  the  ancient  Hebrew  people 
will  come  some  guideposts  for  those  who  will  use  alcoholic 
beverages,  pointing  the  way  to  safer  and  saner  drinking  habits.  ■ 


* * * 


* 


NEW  RESEARCH  REFERENCE  FILES  AVAILABLE 

Research  Reference  Files  are  now  available  as  a service 
to  aid  interested  individuals  and  agencies  undertaking  re- 
search on  drinking  behavior  and  alcoholism,  according  to 
a recent  announcement  by  the  Committee  on  Drinking 
Behavior  of  the  Society  for  the  Study  of  Social  Problems. 
The  Files,  located  at  Eastern  Washington  State  College, 
Cheney,  Washington,  include  an  inventory  of  the  research 
instruments  presently  on  deposit  and  available  to  aid  re- 
search on  drinking,  drinking  behavior  and  alcoholism. 

Custodian  of  the  Research  Reference  Files  is  Ralph  G. 
Connor,  Ph.D.,  associate  professor  of  sociology  at  Eastern 
Washington  State  College.  Dr.  Connor  is  very  interested 
in  acquiring  copies  of  any  research  instruments  that  have 
been  used  in  any  kind  of  research  on  drinking  behavior  or 
alcoholism.  Contributors  to  the  Files  will  automatically  be 
sent  inventories  of  the  materials  presently  available. 
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The  People  and  Laws  About  Alcohol: 
The  Majority  Must  Approve 


by  The  Hon.  Mr.  Justice  Arthur  Kelly* 


T aw  in  our  society  is  a means  of  engendering  and  maintaining 
^ desirable  relationships  between  individuals  and  the  state,  and 
between  individuals  within  the  state.  This  can  be  accomplished 
under  different  forms  of  government  in  many  ways;  but  the  two 
most  contrasting  are  the  ways  of  the  police  state  — in  which  the 
views  of  a minority  are  imposed  on  the  majority  by  reason  of 
the  police  power  — and  the  way  it  is  done  in  the  form  of  society 
which  we  enjoy. 

In  this  country  we  form  our  laws  that  they  may  express  the 
views  to  which  citizens  subscribe  and  thus  that  the  laws  may 
have  the  acceptance  of  the  preponderant  majority  of  the  people 
affected  — whether  these  people  are  affected  actually,  or  whether 
they  are  affected  only  potentially.  What  I mean  by  this  is  that 
people  who  want  to  engage  in  a career  of  safe-breaking  are  not 
very  pleased  to  subscribe  to  the  laws  in  regard  to  armed  robbery. 
But  society  generally  feels  that  it  is  a good  thing  that  there 
shouldn’t  be  armed  robbery;  and  as  we  all  may  be  affected  by  it 
at  some  time,  the  majority  feel  that  we  are  better  off  having  re- 
strictions on  that  type  of  conduct. 


Attitudes  t©  Low  Differ 

I don’t  know  whether  any  of  you  looked  at  one  Sunday 
edition  of  “Candid  Camera”.  But  I found  in  that  a lesson  in 
regard  to  law  and  law  enforcement  which  seems  to  me  to  be  very 


* The  Hon.  Mr.  Justice  Arthur  Kelly,  of  the  Supreme  Court  of  Ontario,  was  the 
first  permanent  chairman  appointed  to  the  Alcoholism  and  Drug  Addiction 
Research  Foundation,  serving  from  February  27,  1951  to  May  13,  1953.  This 
article  was  originally  given  in  lecture  form  at  the  second  Residential  Summer 
Course  on  Alcohol  and  Problems  of  Addiction,  held  at  Queen’s  University, 
Kingston,  June  9 to  21,  1963. 
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compelling.  What  was  done  was  this:  “Candid  Camera”  had 
taken  two  or  three  instances  in  England  and  two  or  three  in- 
stances in  America  in  which  they  showed  one  of  their  team 
running  away  — it  didn’t  say  from  what  — and  in  the  course  of 
his  running  away  he  asked  some  casual  person  on  the  street  to 
hide  him  or  to  in  some  way  to  circumvent  the  pursuer.  In  each 
of  the  instances  in  England  the  citizen  on  the  street  endeavoured 
to  assist  the  pursuer  to  find  the  culprit.  In  the  instances  in  the 
U.S.,  the  citizen  on  the  street  did  his  best  to  confuse  the  pursuer 
and  to  let  the  culprit  get  away.  This  is  one  of  the  things  that  is 
really  at  the  base  of  a lot  of  our  difficulties  in  law  enforcement, 
because  unfortunately  in  this  country  the  law  enforcement  people 
have  become  the  bad  guys  and  everybody  wants  to  circumvent 
them.  You  all  do  it  whether  you  know  it  or  not  — even  to  the 
extent  of  putting  ten  cents  in  the  parking  meter  when  you  see 
somebody  has  overstayed  his  time.  This  is  not  very  serious,  but 
it  does  indicate  the  fact  that  a lot  of  people  in  this  country  are 
becoming  unsympathetic  with  law  enforcement. 

Criminal  versus  Moral  Law 

If  we  are  going  to  use  laws  as  social  engineering,  our  laws 
must  be  directed  to  some  objective  consistent  with  our  views  on 
what  is  an  ideal  or  obtainable  society.  So  the  laws  must  have 
behind  them  some  identifiable  philosophy.  And  one  of  the  gen- 
erally accepted  principles  of  our  society  — although  perhaps  it 
is  becoming  more  difficult  to  recognize  in  the  laws  we  have  — 
is  that  which  requires  that  laws  be  directed  to  the  protection  of 
the  personal  freedom  of  the  subject.  We,  or  at  least  our  fore- 
fathers, did  feel  that  any  unnecessary  infringement  which  re- 
stricted a citizen  by  personal  confinement,  or  subjected  him  to 
a penalty  was  undesirable  and  unnecessary.  This  is  seen  in  our 
criminal  law  where  we  have  a presumption  of  innocence;  and  in 
the  general  scheme  of  the  administration  of  law,  the  odds  are  all 
in  favour  of  the  accused.  And  this  is  as  it  should  be.  The 
criminal  law  is  directed  against  conduct  which  interferes  with  the 
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rights  of  society,  or  interferes  with  the  rights  of  individuals  to  a 
measure  which  approaches  the  flouting  of  some  rights  society 
holds  important. 

It  must  be  distinguished  that  where  criminal  law  endeavours 
to  enforce  moral  law,  it  is  really  stepping  out  of  its  field,  because 
personal  morality  is  not  properly  the  subject  matter  of  criminal 
law.  It  may  be  that  an  act  which  is  contrary  to  criminal  law  is 
in  itself  immoral,  but  it  is  punishable  not  because  it  is  immoral, 
but  because  it  is  an  infringement  of  some  rule  that  is  necessary 
for  the  preservation  of  society.  In  criminal  law  these  are  ele- 
ments which  have  always  been  recognized;  and  while  they  have 
been  varied  in  the  degree  of  emphasis  placed  at  one  time  or 
another  on  one  feature  or  another,  they  are  all  present.  If  cri- 
minal law  is  to  be  a successful  means  of  controlling  conduct, 
these  qualities  must  be  recognized:  criminal  law  is  punitive,  it 
is  retributive,  it  is  exemplary,  and  it  is  corrective.  These  are  its 
objectives;  and  I don’t  need  to  enlarge  on  them  here.  There  is 
however,  a great  tendency  at  the  present  time  to  emphasize  the 
corrective  feature  — sometimes  at  the  expense  of  the  exemplary 
and  punitive  features  which  are  equally  necessary  if  society’s 
order  is  to  be  maintained. 


Ideas  Are  Changing 

At  different  times  we  have  had  different  ideas  about  what 
was  punishable.  For  example,  at  one  time  we  used  to  imprison 
people  for  debt.  This  is  no  longer  the  case,  and  it  is  even  hard 
to  understand  what  was  the  philosophy  behind  such  a procedure. 
Another  field  in  which  we  now  feel  that  the  liberty  of  a subject 
can  be  infringed  upon  is  that  of  an  individual  who  is,  under  the 
terms  of  the  law,  corrupting  the  minds  of  children;  that  is  a man 
may  be  removed  from  his  family  if  his  conduct,  while  not  in 
itself  violating  any  criminal  law,  has  such  an  influence  on  the 
minds  of  the  children  around  him  that  we  feel  that  they  are  being 
corrupted.  For  example,  the  law  does  not  prohibit  adultery  as 
such.  But  if  a man  brings  into  his  home  the  mistress  with  whom 
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he  is  consorting,  then  the  law  will  punish  him  in  the  interests  of 
the  children.  The  act  which  he  has  committed,  in  itself,  is  not 
subject  to  punishment  but  the  effect  it  has  on  the  children  has 
put  another  emphasis  on  it  which  permits  the  law  to  intervene. 


Law  and  Mental  Illness 

Moving  into  another  field,  we  have  recognized  that  public 
health  must  be  considered,  and  so  we  have  laws  of  quarantine 
to  which  no  reasonable  person  has  ever  objected.  They  are  a 
very  definite  interference  with  the  freedom  of  the  individual. 
Coming  closer  to  addiction,  we  have  laws  affecting  mentally  de- 
fective or  mentally  ill  people.  Such  people  may  be  committed  to 
institutions,  and  at  the  present  time,  happily,  most  of  the  in- 
stitutions to  which  they  would  be  committed  are  treatment  insti- 
tutions. But  if  one  looks  at  the  origin  and  the  essence  of  our 
Mental  Hospitals  Act,  it  was  not  designed  for  the  committal  of 
people  for  their  treatment.  The  law  still  provides  that  those  who 
may  be  committed  are  those  who  require  care,  supervision,  or 
control  for  their  own  protection  or  welfare  — or  for  the  protec- 
tion of  others.  There  is  not  a word  about  treatment.  So  our 
philosophy  in  regard  to  the  mentally  ill  and  defective  was  to 
remove  him  from  society,  either  to  prevent  him  from  doing  harm 
to  society,  or  to  restrict  his  operations  so  that  he  couldn’t  do 
harm  to  himself.  There  has  been  slipped  into  the  Mental  Hos- 
pitals Act  a very  innocuous  provision,  but  one  of  very  wide 
implications,  which  merely  says  the  provisions  affecting  mentally 
ill  people  apply  also  to  epileptics.  And  that  moves  you  into 
another  field  where  the  freedom  of  the  individual  may  be  inter- 
fered with. 


Provisions  for  Habitues 

Perhaps  the  greatest  amount  of  restriction  of  freedom  arises 
in  the  law  as  it  applies  to  habitues.  Whoever  drafted  this  legis- 
lation, I think,  had  a great  phobia  against  alcoholism  itself.  Here 


[29  ] 


are  the  provisions  which  permit  a person  to  be  confined  as  a 
habitue  — a person  who  is  so  given  to  the  use  of  drugs  or  alcohol 
that  he  is  unable  to  control  himself  or  is  incapable  of  managing 
his  own  affairs,  or  who  mismanages  his  property,  or  places  his 
family  in  danger  of  distress,  or  transacts  business  prejudicially 
to  the  interests  of  his  family  or  creditors,  or  who  uses  intoxi-  ] 
eating  liquors  or  drugs  to  such  an  extent  as  to  render  him 
dangerous  to  himself  or  to  others,  or  incurs  the  danger  of  ruining 
his  health  or  shortening  his  life. 

Now  that  is  a pretty  long  catalogue  of  reasons  for  which  a 
habitue  may  be  confined.  But  the  inconsistency  is  that  under 
the  Mental  Incompetency  Act,  a person  who  is  only  mentally 
defective  or  ill,  to  the  extent  of  being  incapable  of  managing  his 
own  affairs,  cannot  be  confined,  but  he  may  have  a committee 
appointed  to  look  after  and  protect  his  property;  but  if  his  mental 
incapacity  comes  from  drugs  or  alcohol,  then  we  have  said  this 
is  a subject  for  confinement.  We  also  have  a provision  that  a 
person  suffering  from  the  effects  of  drugs  or  alcohol  may  be 
admitted  to  an  institution  and  held  for  30  days  on  the  certificate 
of  two  medical  practitioners.  Whether  this  is  curative,  whether 
it  is  protective,  the  Act  doesn’t  say.  We  are  left  in  a vacuum 
as  to  that. 

Drunkenness  Nof  a Criminal  Offence 

Let  us  turn  now  specifically  to  some  of  the  laws  in  regard 
to  the  use  of  alcohol  or  the  effects  of  the  use  of  alcohol.  In  the 
Criminal  Code  — which  is  the  basis  of  our  criminal  law  — no 
such  offence  as  drunkenness  is  recognized.  The  only  provision 
in  the  Code  creates  an  offence  for  those  who  cause  a disturbance 
attributable  to  many  causes  — one  of  which  is  causing  a disturb- 
ance in  a public  place  by  being  drunk.  So  the  content  of  the 
offence  which  is  punishable  as  a crime,  is  that  of  causing  a 
disturbance  and  it  is  linked  up  with  several  other  means  by  which 
one  may  cause  a disturbance. 

Perhaps  the  solution  of  some  of  our  difficulties  in  regard  to  < 


laws  relating  to  liquor  is  to  be  found  in  history.  Prior  to  1916, 
in  Canada,  the  Federal  legislation  (and  I am  purposely  not  re- 
ferring to  the  Canada  Temperance  Act  because  you  get  into  a 
constitutional  question  there  which  would  be  far  better  turned 
over  to  the  School  of  Law),  generally  speaking,  dealt  only  with 
excise,  by  means  of  which  parliament  exercised  some  control 
over  the  method  of  manufacture  and  taxation.  The  provin- 
cial laws  dealt  with  licensing  of  outlets  and  any  offences  under 
the  old  Liquor  Licensing  Act  were  offences  by  licensees  or 
persons  who,  not  being  licensees,  undertook  to  sell  liquor.  The 
individual  person  who  consumed  liquor,  with  very  small  excep- 
tion, was  not  affected  by  the  liquor  laws  prior  to  1916.  If  he 
got  a drink  after  hours,  it  was  the  man  who  furnished  him  with 
the  drink  who  was  punished. 


The  "Indian  List1" 

There  were,  however,  two  exceptions  to  this.  A magistrate 
could  issue  an  order  which  prohibited  any  licensed  outlet  from 
serving  liquor  to  any  designated  person.  And  the  liquor  com- 
missioners, on  the  application  of  the  members  of  a man’s  family, 
could  issue  a similar  order.  This  was  the  use  of  what  was  known 
as  the  “Indian  List”  — in  which  known  alcoholics  in  a com- 
munity were  so  marked  that  the  licensed  outlets  were  not  per- 
mitted to  serve  liquor  to  them.  And  at  a time  when  the  hotel 
business  was  largely  in  the  hands  of  experienced  and  respectable 
operators,  this  was  a very  effective  measure.  In  this  period,  the 
individual  was  practically  unaffected  by  liquor  legislation.  And 
then,  in  1916  came  the  Ontario  Temperance  Act. 

As  I have  already  said,  the  basis  of  all  good  law  is  that  it 
expresses  the  opinion  of  the  majority  of  the  people.  And  this  is 
one  thing  that  could  not  be  said  for  the  Ontario  Temperance  Act, 
though  it  did  receive  the  necessary  vote  at  the  time  it  was  passed. 
But  it  must  be  remembered  that  1916  was  the  middle  of  the  First 
War.  It  was  a very  serious  time  and  there  was  the  growing  wave 
of  agitation  that  convinced  people  that  the  total  prohibition  of 
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alcoholic  beverages  would  be  good  for  the  war  effort  and  would 
be  possible.  The  people  accepted  it  in  that  view.  I don’t  think  it 
is  an  unfair  criticism  to  say  that  unfortunately  this  set  back  the 
cause  of  true  temperance  about  two  or  three  generations.  But  it 
is  a great  example  of  what  happens  when  you  get  a law  which 
the  public  doesn’t  want. 


The  Majority  Resisted 

Under  the  Ontario  Temperance  Act,  without  any  education 
and  without  any  conditioning  of  public  opinion,  the  sale,  barter, 
keeping,  giving,  or  consuming  of  liquor  — save  in  a few  excep- 
tional circumstances  — immediately  became  illegal.  The  burden 
of  proving  the  right  to  have,  sell  or  keep  liquor  was  on  any 
person  accused,  and  the  possession  of  liquor  was  prima  facie 
evidence  of  an  offence.  Now,  this  rapid  change  in  emphasis, 
with  the  removal  of  our  traditional  presumption  of  innocence, 
created  a resistance  in  which  all  but  a few  people  felt  that  it  was 
a good  law  for  everybody  else  but  themselves.  As  soon  as  this 
happens  to  a law  it  is  not  a good  law;  and  you  see  the  same  thing 
happening  now  with  lotteries,  because  there  are  very  few  people 
in  Canada  who  haven’t  at  one  time  or  another  owned  a lottery 
ticket. 


The  Philosophy  of  Prohibition 

One  thing  can  be  said  for  the  Ontario  Temperance  Act. 
There  was  a philosophy  behind  it.  It  was  based  on  the  assump- 
tion that,  save  for  medicinal  purposes,  liquor  was  inherently 
bad  and  that  any  contact  with  it  was  a violation  of  public  rights 
and  therefore  any  measures  which  in  any  way  restricted  the 
liquor  traffic  were  justifiable.  If  you  accept  the  premises  on 
which  it  was  predicated,  then  the  terms  were  fairly  consistent. 
But  public  opinion  was  far  from  ready  to  accept  it,  and  the 
feeling  that  the  infringement  of  the  liberty  of  the  subject  entailed 
was  unjustifiable  under  these  conditions  resulted  in  wholesale 
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disregard  of  this  law  and  the  complete  breakdown  of  any  public 
responsibility  for  its  enforcement. 


Temperance  or  Revenue? 

Since  that  time,  by  progressive  steps,  the  more  objectionable 
features  of  our  liquor  laws  have  been  removed.  But  there  does 
not  appear  to  have  been  any  recognizable  set  of  principles  to 
guide  this,  other  than  to  remove  those  features  which  were  most 
objectionable  to  the  public.  The  anomalous  position  we  have  at 
the  present  time  is  that  liquor  is  no  longer  bad  in  itself  if  the 
supply  originates  in  the  warehouse  of  the  provincial  government. 
Whether  that  monopoly  arises  from  a belief  that  by  being  a 
vendor,  the  government  can  maintain  the  orderly  use  of  liquor, 
or  from  a reluctance  to  forego  the  substantial  revenues  which 
accrue  is  very  difficult  to  determine. 

But  if  the  purpose  of  the  Liquor  Control  Act  is  to  promote 
temperance  at  the  present  time  there  seems  to  be  a lack  of  any 
sound  relationship  between  the  enactments  and  that  objective. 
I think  people  will  eventually  look  to  you  in  your  field  to  give 
some  guidance  in  regard  to  the  type  of  law  which  will  control 
the  abuse  without  unreasonably  interfering  with  the  freedom  of 
those  who  are  able  and  are  prepared  to  use  it  moderately.  Now 
this  may  be  a difficult  thing  but  at  the  present  time  people  are 
still  affected  by  the  knowledge  that  prohibition  does  not  prohibit. 
So  they  ask,  “what’s  the  use  of  all  these  laws?”.  I think  we  may 
say  at  the  present  time  that  as  far  as  the  laws  now  impinge  on 
the  individual,  they  have  regained  acceptance  and  you  don’t  find 
wholesale  flouting  of  law. 

Turning  to  problems  which  concern  you  more  directly,  those 
who  are  engaged  in  the  education  and  treatment  of  alcoholics 
feel  that  there  are  instances  in  which,  if  an  uncooperative  alco- 
holic could  be  brought  forcibly  in  contact  with  treatment,  it 
would  be  good  for  him.  And  this  is,  I think,  a legitimate  ambi- 
tion. However,  it  is  only  natural,  when  one  is  faced  with  a prob- 
lem and  certain  frustrations,  that  one  looks  for  any  of  the  tools  at 


hand  which  may  be  available  to  accomplish  that  object.  For  this 
reason,  it  is  not  unknown  to  have  people  urge  that,  on  some 
minor  infraction  of  some  law,  which  might  otherwise  be  over- 
looked, an  alcoholic  be  given  a long  sentence  in  order  that  he 
may  be  brought  in  contact  with  treatment.  I can’t  urge  you  too 
strongly  to  be  cautious  in  this  regard.  There  is  extreme  danger 
of  sacrificing  your  long-term  results  by  too  much  anxiety  for 
immediate  results. 


An  Infringement  of  Rights 

The  concept  of  using  the  authority  of  the  state  to  impose 
treatment  on  any  unwilling  person,  whether  it  be  for  alcoholism, 
drugs,  disease,  or  social  misconduct,  is  not  one  with  which  the 
people  of  this  province  have  had  much  experience;  and  since  it 
entails  infringement  on  the  freedom  of  subjects  it  is  my  con- 
sidered view  that  until  public  opinion  is  brought  to  accept  it,  the 
enforcement  of  such  measures  by  law  will  result  in  the  creation 
of  a resistance  which  will  ultimately  put  back  the  cause  a great 
deal  longer.  For  this  reason,  I urge  you  to  couple  with  your 
studies  on  the  desirable  forms  of  laws  which  would  assist  you, 
a study  of  the  state  of  mind  of  the  people,  and  a very  strong 
effort  to  educate  the  people  so  that  they  will  be  prepared  to 
accept  the  changes  of  law  which  you  are  prepared  to  recom- 
mend. 

May  I point  out  from  the  point  of  view  of  the  average  man 
in  the  street,  who  is  not  as  familiar  with  alcoholism  and  alco- 
holism treatment  as  you  are,  that  at  the  present  time  the  opinion 
of  the  people  of  this  province  — if  I assess  it  correctly  — is  that 
the  treatment  of  alcoholism  has  not  yet  progressed  to  a point 
where  it  can  be  stated  categorically  that  subjecting  a particular 
alcoholic  to  a treatment  program  will  in  all  probability  correct 
the  condition  in  him  which  is  a danger  to  society.  I think  that 
it  is  inherent  in  any  legislation  for  compulsory  treatment  that  it 
must  be  shown  that  the  treatment  will  be  effective  in  most  cases. 
We  accept  vaccination  because  we  know  that  it  is  only  something 
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like  one  case  in  a million  that  fails.  But  if  only  one  in  ten  vac- 
cinations were  effective  to  prevent  smallpox,  I don’t  think  you’d 
find  that  the  public  would  allow  that  compulsory  infringement  of 
their  right  to  determine  their  own  treatment. 


The  People  Must  Approve 

The  other  point  is  that  if  it  is  to  be  urged  that  the  treatment 
of  alcoholics  or  drug  addicts  be  made  compulsory,  what  about 
the  treatment  of  other  diseases?  How  can  you  single  out  this 
one,  if  it  is  a disease?  And  for  that  reason,  I think  that  your 
investigations  must  be  directed  not  only  to  the  field  of  alcohol- 
ism, but  also  to  the  whole  field  of  the  readiness  of  the  people  to 
accept  the  compulsory  treatment  for  any  disease.  At  the  present 
time,  if  you  were  to  walk  into  a house  where  some  person  was 
suffering  from  arthritis  and  if  you  were  to  produce  a warrant 
to  remove  him  to  a hospital,  I think  you  would  find  that  you 
would  have  a virtual  revolution  on  your  hands.  In  a great  many 
people’s  minds  this  is  just  what  would  happen  if  you  were  to 
walk  in  and  remove  an  alcoholic,  not  on  the  basis  that  he  was 
damaging  the  family  — but  just  for  the  purpose  of  treatment. 

So  my  plea  to  you  is  to  think  clearly,  to  think  progressively, 
but  to  keep  always  in  mind  that  the  success  of  any  law  in  this 
country  depends  on  the  readiness  of  the  people  to  accept  it  and 
live  by  it.  E 
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Laws  and  institutions  are  constantly  tending  to  gravitate.  Like 
clocks , they  must  be  occasionally  cleansed , and  wound  up,  and  set  to 
true  time. 

• — Henry  Ward  Beecher 
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The  Female  Drug  Addict:  A Profile 

by  W.  E.  Boothroyd,  M.D.* 


'T'he  psychopathology  of  drug  addiction  may  be  defined  as  the 
psychological  abnormalities  which  give  rise  to,  are  associated 
with,  and  issue  from,  addiction  to  narcotic  drugs.  Drug  addic- 
tion involves  a physiological  phenomenon,  a psychological  atti- 
tude and  a social  sub-culture.  In  short,  for  the  so-called  criminal 
addict,  it  is  a vocation  — a way  of  life.  This  being  the  case,  the 
subject  is  better  thought  of  as  the  psychodynamics  of  addicts 
than  the  psychopathology  of  addiction. 

Like  psychiatrists,  addicts  are  a motley  crew.  They  differ,  one 
from  the  other,  in  many  ways.  However,  narcotic  addicts  living 
in  any  one  community  at  any  one  time  have  a great  deal  in 
common.  I propose  to  describe  the  personality  of  a typical 
female  criminal  addict  in  Toronto  in  1963.  It  is  to  be  noted 
that  the  personality  profiles  that  have  been  published  in  other 
times  and  countries  differ  considerably  from  our  local  contemp- 
orary product. 


Miss  Toronto  Drug  Addict,  1963 

Miss  Toronto  Drug  Addict  of  1963  is  an  attractive,  sensitive, 
introverted  young  woman  in  her  early  twenties  with  average  or 
better  intelligence.  She  is  hedonistic,  unaggressive,  non-competi- 
tive and  irresponsible.  Being  moody  and  unreliable,  she  develops 
poor  relationships  with  other  people.  She  finds  reality  unsatisfy- 
ing, demanding  as  it  does  a degree  of  activity  and  decisiveness 
which  she  is  not  prepared  to  undertake.  Moderate  degrees  of 
psychological  or  physical  pain  are  intolerable.  She  prefers  to 


Dr.  Boothroyd  is  head  of  the  Division  of  Psychiatry  at  Sunnybrook  Hospital, 
Toronto.  He  is  a special  lecturer  at  the  University  of  Toronto  School  of  Social 
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cation at  the  university.  This  article  is  reprinted  from  the  Bulletin  of  the 
Academy  of  Medicine,  Toronto,  vol.  xxxiv,  no.  12,  with  permission  of  the 
author  and  publisher. 
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talk  her  way  out  of,  or  into,  a situation  rather  than  fight  it  out 
or  work  it  through.  She  has  little  self-confidence  or  true  self- 
regard.  Her  sexual  appetite  is  below  normal  in  intensity  and 
often  deviant  in  direction.  Emotional  outbursts,  while  often 
sudden  and  dramatic,  are  short-lived  and  have  little  depth.  Being 
essentially  passive  and  quiescent,  she  develops  strong  dependency 
reactions  with  anyone  who  is  kind  and  who  is  sufficiently  strong 
to  resist  manipulation.  She  has  a great  deal  of  well  defended 
guilt  feeling  about  her  addictive  behaviour,  and  any  evidence 
which  suggests  her  implicit  worth  in  the  eyes  of  others  is  eagerly 
accepted  and  tenaciously  retained.  She  has  a well  developed 
sense  of  humour. 

Such,  as  I see  it,  is  the  personality,  attractive  but  weak,  of 
the  typical  drug  addict.  It  is  a profile  which  is  frequently  seen 
among  our  non-addicted  patients.  What  else  then  must  be  added? 
Obviously,  the  use  of  drugs. 


The  Chain  of  Chance 

It  has  been  well  established  that  the  first  resort  to  a drug-isr 
the  end  result  of  a chain  of  social  contacts,  the  links  of  which 
are  often  forged  by  chance.  In  relating  the  history  of  this 
process,  the  story  very  commonly  goes  like  this.  She  comes 
from  a lower  middle  class  home  which  has  been  broken  by 
parental  conflict  and  which  provided  little  affection  from  either 
parent.  As  is  usual  in  such  situations,  the  more  frequent,  but 
not  necessarily  more  satisfying,  contacts  were  with  the  mother. 
She  rebelled  in  her  teens,  left  home  to  work,  or  marry,  or  to 
engage  in  a common-law  union. 

Her  venture  did  not  turn  out  well  and  began  to  deteriorate, 
soon  disintegrated,  and  she  was  faced  with  the  problems  of 
financial  and  social  need.  She  meets  others  in  a similar  situation, 
joins  a circle  of  friends  who  are  living  on  the  edge  of  or  outside 
legal  society,  and  sooner  or  later  comes  into  contact  with  one 
or  more  addicts.  Repulsed  at  first  by  her  earlier  concepts  of  a 
‘'dope  fiend”,  she  soon  realizes  that,  as  persons,  the  addicts  whom 
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she  meets  are  warm,  non-judgmental  people  by  whom  she  feels 
accepted.  Moreover,  to  her  surprise,  she  finds  that  they  enjoy 
certain  prestige  in  the  group. 

She  hears  the  effect  of  the  drug  described  in  glowing  terms, 
but  is  discouraged  by  most  of  the  addicts  from  use  of  the  drug. 
However,  on  a particular  occasion,  when  she  is  feeling  very 
depressed  or  frightened,  she  asks  for  a “fix”,  or  it  may  be  offered 
to  her.  She  is  curious  about  the  result,  and  is  disappointed  to 
find  that  she  is  nauseated,  may  vomit,  and  feel  worse  than  before. 
She  is  assured  that  this  is  the  almost  invariable  effect  of  the  first 
dose,  but  that  this  effect  is  only  temporary.  She  tries  second 
and  third  attempts  and  is  delighted  to  experience  a feeling  of 
euphoria,  relaxation,  contentment  and  diffuse  pleasure  which  is 
unique  in  her  experience. 


Joy-Pops,  Addiction,  Then  Crime 

She  decides  to  have  resort  to  this  miraculous  means  of  good 
feeling,  but  vows  never  to  become  “wired”.  For  a few  weeks, 
she  “joy-pops”  (“chippies”)  but  finds  that  following  the  exhilara- 
tion, there  is  invariably  a let  down  feeling  with  most  unpleasant 
physical  accompaniments  which,  in  turn,  are  rapidly  relieved  by 
a further  dose  of  the  drug  and  in  no  other  way.  If  she  has  begun 
with  subcutaneous  injection,  she  soon  switches  to  the  intravenous 
route.  Soon  she  has  to  fix  several  times  a day,  merely  to  main- 
tain some  semblance  of  normal  mood  and  to  keep  at  bay  the 
horrors  of  the  withdrawal  reaction.  After  two  or  three  months, 
the  positive  pleasant  effect  has  almost  entirely  disappeared.  She 
is  now  a drug  addict. 

Pari  passu  with  this  process,  she  has  become  involved  in  a 
most  interesting  cultural  pattern  of  behaviour.  Each  injection 
(if  she  is  using  one  cap  per  fix)  costs  $6.  With  four  fixes  per 
day,  she  has  to  find  $24  a day,  seven  days  a week.  The  means 
of  making  such  money  are,  for  her,  limited  to  criminal  activity. 
She  can  steal,  prostitute  or  join  the  complex  web  of  communica- 
tions by  which  the  drugs  reach  the  addicts. 
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Her  contacts  with  her  family  become  less  frequent  and  she 
relies  more  and  more  on  her  drug  addict  associates  for  satisfac- 
tion of  her  gregarious  needs.  She  has  recognized  for  some  time 
that  there  is  frequent  pairing  off  between  her  friends,  both  male 
and  female,  and  she  too  finds  a partner,  male  or  female,  with 
whom  she  cohabits.  If  it  is  a girl  towards  whom  she  feels  strongly 
attracted,  she  assumes  the  relationship  to  be  on  a Lesbian  basis, 
particularly  because  of  the  existence  of  some  physical  attraction 
between  them.  If  she  spends  time  in  a jail  or  reformatory,  in  the 
absence  of  any  contact  with  men  and  in  the  presence  of  certain 
assumptions  on  the  part  of  both  staff  and  inmates,  she  may  be 
further  confirmed  in  her  conviction  that  she  is  a “gay  girl”. 
Depending  on  multiple  factors  in  her  history,  including  her  pre- 
ference of  gender,  she  may  cut  her  hair  and  dress  like  a man, 
or  be  content  to  accept  the  female  role  in  relation  to  such  a 
“butch”. 


She  Wants  Help  — Not  Coercion 

By  this  time,  she  has  organized  her  defences  against  the 
attitude  of  society  towards  herself  and  the  group  with  which  she 
is  now  strongly  identified.  She  absorbs  traditional  and  under- 
standable attitudes  towards  the  “squares”  who  prevent  her  from 
obtaining  her  supply  of  drugs  by  legal  means  and  “force”  her 
into  criminal  activity.  She  sees  jail  sentences  as  grossly  unjust 
when  they  are  imposed  for  possession  of  drugs  and  indirectly 
unjust  when  she  is  punished  for  stealing  or  prostituting. 

She*  wants  help  and  treatment  but  without  coercion,  and  will 
gratefully  accept  any  attempts  which  are  made  on  her  behalf, 
even  in  the  course  of  serving  her  sentence.  Her  reaction  is  par- 
ticularly grateful  if  she  conceives  as  personal  the  help  which  is 
proffered  and  if  the  helper  does  not  demand  abstinence  from 
drugs  as  the  fee  which  must  be  paid  for  continuing  interest. 

The  addict  sees  addiction  as  the  most  obvious  manifestation 
of  a complex  problem,  of  which  she  is  acutely  aware  but  cannot 
possibly  identify.  Her  reaction  to  treatment  is  therefore  ambi- 
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valent,  particularly  because  the  treatment  is  undertaken  by  repre- 
sentatives of  the  society  against  which  she  has  developed  well 
rationalized  defences. 

This  description  has  related  to  the  female  drug  addict  because 
my  own  experience  has  been  in  this  field.  I believe,  however, 
that  with  some  difference  in  detail  (for  example  in  the  incidence 
of  homosexual  relationships)  the  principles  are  very  similar  with 
reference  to  the  male  addicts. 


A Challenge  for  Therapists 

Much  has  been  written  about  the  deeper  psychological  mech- 
anisms at  work  in  addicts  as  a group.  These  concepts  deserve 
theoretical  consideration  but  often  are  difficult  to  demonstrate 
and  are  of  limited  practical  value  in  confronting  the  problem 
with  which,  as  psychiatrists,  we  are  faced.  There  is  a challenge 
here.  Drug  addicts  are  increasing  in  number,  are  available 
for  help,  and  represent  the  focus  of  a realistic  demand  on  our 
skill  as  therapists  and  our  attitudes  as  members  of  society.  H 


Gambling  — An  Addiction 

by  Milo  Tyndel,  M.D.,  Ph.D.* 

TjVer  so  often,  when  we  are  dealing  with  patients  who  have 
■ drinking  problems,  we  find  that  at  one  time  or  another  these 
patients  were  engaged  in  gambling.  We  often  get  the  idea  that 
these  persons,  by  continuing  drinking  in  spite  of  their  insight  and 
experience,  are  jeopardizing  their  health,  life,  social  and  eco- 
nomic position,  and  their  relationship  with  their  family  and  the 
community.  Frequently,  there  is  a striking  similarity  between 

* Dr.  Tyndel  is  a psychiatrist  at  the  Toronto  Clinic  of  the  Alcoholism  and  Drug 
Addiction  Research  Foundation. 
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gambling  and  what  is  at  stake  in  the  abuse  of  alcohol  to  the  point 
where  we  are  inclined  to  view  alcoholism  as  a sort  of  gambling. 

Our  aim  here  is  to  review  the  psychological  features  common 
to  gamblers,  with  an  attempt  to  present  gambling  not  as  a vice 
or  a crime,  although  it  may  have  features  of  each  of  these,  but 
as  the  expression  of  underlying  serious  psychopathology. 


Gambling  Defined 

The  term,  gambling,  is  defined  as  playing  games  of  chance 
for  money,  especially  for  high  stakes;  taking  great  risks  to  secure 
great  results  in  war,  finance  and  so  on;  and  finally,  risking  or 
wagering  something  of  value  upon  a chance.  In  all  of  these 
definitions,  we  find  two  words  which  seem  to  be  most  important 
in  this  context:  chance  and  risk.  Chance  is  defined  as  an  unfore- 
seen occurrence,  an  accident,  an  opportunity,  a possibility.  It  is 
derived  from  the  Latin  word  “cado”  meaning  “I  fall”.  Synony- 
mous words  are  fortune,  hazard,  fate  and  casualty.  The  word, 
risk,  defined  as  danger,  peril,  exposure  to  hurt  or  loss,  or  the 
hazard  of  loss,  is  derived  from  the  Latin  “resecare”,  meaning 
“to  cut  off”.  Synonymous  words  are  venture  and  jeopardy. 

The  meaning  of  all  these  words  leaves  no  doubt  about  the 
fact  that  the  individual  has  no  power  over  the  outcome  of  his 
act,  the  outcome  being  in  the  hands  of  some  superior  unknown 
power.  The  individual’s  only  alternative,  if  he  is  to  take  his  loss 
in  stride,  is  to  abstain  from  taking  a chance  — and  this  is  pre- 
cisely what  he  is  unable  to  do  if  he  is  a gambler.  As  a matter 
of  fact,  everybody  is  gambling  in  one  way  or  another  by  betting, 
playing  games  of  chance,  or  taking  chances  in  a variety  of  ways. 
Still,  not  everybody  is  a gambler.  In  order  to  label  a person  as 
a gambler,  we  must  find  certain  patterns  of  behaviour  and  psy- 
chopathologic  features  which  characterize  him  as  a gambler,  in 
contrast  with  the  average  person  who  would,  on  occasion,  have 
similar  features  without,  however,  being  overpowered  by  them 
to  any  considerable  extent. 

While  the  world  literature  of  fiction  has  a great  number  of 
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classical  descriptions  of  the  gambler  and  his  gambling,  of  which 
Dostojewsky’s  “The  Gambler”  is  the  most  important,  the  psy-  | 
chiatric  literature  is  amazingly  poor  in  this  respect.  Textbooks 
and  handbooks  of  psychiatry  either  ignore  gambling  completely 
or  just  mention  it  in  passing,  in  some  instances  as  just  another 
type  of  psychopathic  personality.  I think  this  is  due  to  the  fact 
that  very  few  doctors,  including  psychiatrists,  are  dealing  pro- 
fessionally with  gamblers.  Although,  due  to  its  serious  social  ; 
consequences,  gambling  must  be  considered  a social  illness,  it 
cannot  be  compared  with  drinking  in  its  scope  and  importance. 

It  may  cause  both  personal  and  family  tragedy,  it  may  affect 
business  companies  through  embezzling;  but  it  never  affects  large  ' 
sectors  of  society  as  drinking  does. 

Only  some  psychoanalysts,  among  them  Freud,  Menninger, 
Kris,  Simmel,  Bergler,  Fenichel  and  Galdston,  have  paid  more 
attention  to  the  personality  of  the  gambler.  This  is  perhaps  due 
to  the  fact  that  analysts  are  the  only  therapists  who  have  personal 
experience  in  treating  gamblers  and  dealing  with  their  problems, 
although  one  might  suspect  that  the  gambler  would  very  seldom, 
if  ever,  seek  help  by  himself  because  he  would  never  recognize 
and  admit  that  his  gambling  is  the  expression  of  a deep  emo- 
tional disturbance,  that  is,  the  symptom  of  an  illness. 

Six  Characteristics 

According  to  Bergler,  there  are  six  descriptive  characteristics 
of  a gambler: 

1 . The  gambler  habitually  takes  chances. 

2.  The  game  precludes  all  other  interests. 

3.  The  gambler  is  full  of  optimism  and  never  learns  from 
defeat. 

4.  The  gambler  never  stops  when  winning. 

5.  Despite  initial  caution,  the  gambler  eventually  risks  too 
much. 

6.  “Pleasure — -painful  tension”  (thrill)  is  experienced  dur- 
ing the  game. 
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Right  away,  we  find  some  striking  similarities  with  the  alco- 
holic, although  it  is  much  more  difficult  to  describe  the  “typical” 
alcoholic.  However,  allowances  must  be  made  for  a variety  of 
types  of  alcoholism,  and  only  the  hard  core  of  alcoholics  is 
considered.  The  alcoholic’s  interest  in  drinking  also  precludes 
all  other  interests  to  a high  degree.  He,  too,  is  full  of  optimism 
concerning  his  ability  to  stop  drinking  and  return  to  a normal 
life.  He  also  starts  with  occasional  social  drinking  with  ap- 
parently no  risks  involved  and  ends  up  being  an  alcoholic.  He, 
too,  has  pleasurable  feelings  while  drinking  although  these  feel- 
ings may  be  mixed  with  unpleasant,  remorseful  ones. 


Motivations  for  Gambling 

The  gambler’s  conscious  motivation  for  gambling  boils  down 
to  two  stock  answers.  First,  he  gambles  because  he  wants  to 
win  money  — by  which  he  means  big  money  and  quickly  — and 
this  appears  impossible  through  working.  Secondly,  he  gambles 
because  life  is  boring  and  gambling  gives  him  thrills  and  excite- 
ment. The  gambler  usually  has  a number  of  irrational  arguments 
in  favour  of  his  gambling  which,  to  him,  are  convincing: 

1.  He  is  certain  that  he  will  win.  This  certainty  is  that  of 
a fanatic  in  his  belief  of  ultimate  success. 

2.  He  is  convinced  of  his  superiority. 

3.  He  claims  that  life  itself  is  nothing  but  a gamble. 

In  Bergler’s  view,  the  gambler  is  an  example  of  those  people 
who,  for  unconscious  reasons,  counteract  their  own  success.  He 
considers  the  gambler  to  be  a psychic  masochist,  an  objectively 
sick  person  who  is  subjectively  unaware  that  he  is  sick.  The  act 
of  gambling  itself  is  a denial  of  the  reality  principle.  In  this  act, 
the  gambler  is  expressing  his  neurotic  aggression  against  those 
who  have  taught  him  the  reality  principle,  in  most  cases  his 
parents.  In  losing,  the  gambler  is  paying  the  penalty  for  his  un- 
conscious aggression. 

According  to  Galdston,  the  alcoholic,  the  gambler,  and  the 
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superstitious  person,  carry  into  maturity  and  incorporate  within 
their  adult  personalities  emotional  and  psychological  dynamisms 
and  relational  configurations  that  belong  to  the  pre-adolescent 
and  childhood  period.  Piaget  believes  that  the  child’s  logic  is 
precausal  in  quality  and  nature.  For  the  child,  causality  is 
largely  an  extension  of  arbitrary  intention,  the  fulfilment  of 
the  desire  or  the  caprice  of  potent  agents,  human  or  otherwise. 
The  alcoholic,  the  superstitious  person,  and  the  gambler  have 
retained  within  their  personality  structure  the  early  precausal 
patterns  of  comprehending  and  dealing  with  reality  and  experi- 
ence. The  gambler  behaves  as  if  he  were  still  a child  to  whom 
gifts  may  come  by  mere  solicitation  or  by  teasing  for  them,  as 
indeed  is  the  case  in  the  child’s  experience. 


Nothing  Is  Impossible 

The  alcoholic  makes  use  of  another  precausality  pattern,  that 
of  the  denial  of  the  unacceptable  reality.  To  the  child  nothing 
is  impossible,  for  in  its  world  nothing  obeys  causal  loss.  The 
alcoholic,  the  superstitious  person,  and  the  gambler  are  to  be 
viewed  not  merely  as  grown  individuals  embarrassed  by  the  re- 
tention of  some  childish  traits,  but  rather  as  sick  individuals  in 
whom  the  retention  of  pre-adult  patterns  is  a symptom  of  some 
serious  injury.  These  patients  do  not  operate  with  childish  pat- 
terns in  the  world  of  the  child,  but  with  childish  patterns  in  the 
world  of  the  adult.  Result:  distortion  and  disfigurement.  They 
suffered  severe  deprivations  in  their  affect  relations  with  their 
parents.  According  to  Greenson,  in  the  history  of  neurotic 
gamblers  we  find  severe  deprivation  and/or  overgratification  in 
that  childhood.  From  these  psychopathological  findings,  Bergler 
draws  the  conclusion  that  the  gambler  is  a misunderstood 
neurotic. 

To  the  gambler,  money  is  nothing  but  a token  of  his  favour; 
it  is  not  the  aim  of  his  gambling.  He  behaves  as  if  he  were  bent 
on  soliciting  and  teasing  Fortune  into  smiling  benignantly  upon 
him  and  granting  him  her  favours.  Neurotic  gambling  can  be 


[44] 


understood  as  a compulsive  acting  out  of  a plea  to  surrogated 
figures  (mother,  father)  for  a show  of  favour,  for  the  affirmative 
response  to  the  questions,  “Do  you  love  me?”,  “Do  you  approve 
of  me?”,  “Do  you  think  I am  good,  and  smart,  and  strong?”. 


Conflicts  with  Reality 

Bergler  and  Greenson  describe  the  gambler  as  one  who  has 
regressed  to  infantile  longings  for  omnipotence.  Galdston  is 
rather  persuaded  to  consider  him  as  one  who  has  not  successfully 
egressed  out  of  the  child’s  world  of  precausality.  He  thinks  the 
primal  injury  has  taken  place  in  the  early  affect  relations  between 
mother  and  child,  the  father  playing  a secondary  role.  The  triad 
alcoholism,  gambling  and  superstition  are  conditions  which  are 
notoriously  resistant  to  therapy. 

According  to  Fenichel,  the  passion  for  gambling  is  a dis- 
placed expression  of  conflicts  around  infantile  sexuality,  aroused 
by  the  fear  of  losing  necessary  reassurances  regarding  anxiety  or 
guilt  feelings.  As  a rule,  the  conflicts  are  those  centered  around 
masturbation.  In  his  view,  the  excitement  of  the  game  cor- 
responds to  sexual  excitement;  that  of  winning  to  orgasm  (and  to 
killing);  that  of  losing,  to  punishment  by  castration  (and  by 
being  killed).  Just  as  compulsion  neurotics  invent  various  kinds 
of  oracles  in  their  intention  to  force  God  to  permit  masturbation 
and  to  free  them  of  their  guilt  feeling  (which  as  a rule  fails),  the 
gambler,  too,  tempts  Fate  to  declare  whether  it  is  in  favour  of 
his  playing  (masturbation)  or  whether  it  is  going  to  castrate  him. 
As  in  all  conflicts  around  masturbation,  here  too,  the  activity 
serves  as  the  scapegoat  for  the  objectionable  (hostile)  phantasies 
of  which  it  is  the  agent.  The  intensity  of  the  conflict  around 
getting  the  “supplies”  again  hints  at  an  old  fixation;  besides,  the 
anal  element  (the  part  played  by  money)  also  appears  to  be 
conspicuous.  The  importance  of  orality  in  gambling  is  repeatedly 
emphasized  by  Bergler. 

Fenichel  has  to  admit  that  all  this  is  not  sufficient  to  explain 
ihe  specific  passion  for  gambling.  In  its  essence,  gambling  is  a 
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provocation  of  Fate  which  is  forced  to  make  its  decision  for  or 
against  the  individual.  Luck  means  a promise  of  protection  (of 
narcissistic  supplies)  in  future  instinctual  acts.  But  what  is  more 
important  is  that  the  typical  gambler  consciously  or  uncon- 
sciously believes  in  his  right  to  ask  for  special  protection  by  Fate. 
His  gambling  is  an  attempt  to  compel  Fate,  in  a magical  way,  to 
do  its  “duty”;  however,  gambling  is  a fight  with  Fate.  The 
gambler  threatens  to  kill  Fate  if  it  refuses  the  necessary  supply 
and  is  ready,  for  this  purpose,  to  run  the  risk  of  being  killed. 
Actually,  the  unconscious  masturbatory  phantasies  of  gambling 
often  centre  around  patricide. 


The  Need  for  Punishment 

In  honest  gambling,  the  chance  of  losing  is  as  great  as  the 
chance  of  winning.  The  gambler  dares  to  compel  the  gods  to 
make  a decision  about  him,  looking  for  their  forgiveness.  But 
even  to  lose  (to  be  sentenced  or  killed)  seems  to  him  preferable 
to  a continuation  of  the  unbearable  superego  pressure.  If  win- 
ning in  gambling  means  rebellion  in  order  to  get  what  is  needed, 
luck  is  unconsciously  looked  upon  as  ingratiation  for  the  same 
purpose. 

Many  impulsive  actions  tend  to  express  not  only  instinctual 
drives  but  the  demands  of  a severe  superego  as  well.  The 
gambler  may  eventually  be  ruined,  the  arsonist  and  thief  ulti- 
mately be  caught.  Impulsive  behavior  often  makes  its  appear- 
ance among  moral  masochists  with  an  intense  need  for  punish- 
ment. Qualitatively,  there  is  no  difference  in  this  respect  between 
such  impulses  and  compulsions  or  perversions;  many  compulsions 
aim  to  satisfy  the  demands  of  the  superego  by  means  of  pun- 
ishment, and  some  exhibitionists  feel  tempted  only  when  a 
policeman  is  in  the  vicinity.  Quantitatively,  however,  there  is  a 
difference:  the  conflict  with  the  superego  more  frequently  dom- 
inates the  picture  in  impulse-neurosis.  The  true  gambler  must 
eventually  be  ruined.  This  theme  is  illustrated  by  the  fact  that 
impulse  neurosis,  like  manic-depressive  states,  frequently  present 
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a periodic  ultimate  between  guilt-laden  periods  in  which  the 
superego  apparently  is  inoperative. 

Gambling  and  masturbation  have  another  point  in  common, 
in  that  both  are  intended  as  a kind  of  play.  The  psychological 
function  of  play  is  to  get  rid  of  extreme  tensions  by  the  active 
repetition  or  anticipation  of  these  tensions  in  a self-chosen  dosage 
and  at  a self-chosen  time.  Masturbation  in  childhood  and  pu- 
berty, in  this  sense,  is  “playing  at”  sexual  excitement,  ac- 
quainting the  ego  with  this  excitement  and  preparing  it  for  the 
ability  to  control  it.  Gambling,  in  the  beginning,  is  thought  of 
as  “playing”,  in  the  sense  that  the  oracle  is  “playfully”  asked  how 
it  would  decide  in  a more  serious  situation.  Under  the  pressure 
of  inner  tension,  the  playful  character  may  be  lost.  The  ego  can 
no  longer  control  what  it  has  initiated,  but  is  overwhelmed  by  a 
serious,  vicious  circle  of  anxiety,  violent  need  for  reassurance, 
and  anxiety  over  the  intensity  of  this  violence.  The  pastime 
becomes  a matter  of  life  and  death. 


Addiction  Without  Drugs 

In  the  preceding  pages,  I have  attempted  to  present  some  of 
the  pathological  features  assumed  to  be  characteristically  found 
in  the  personality  of  the  neurotic  gambler.  At  least  some  of  these 
features  are  being  found  in  the  personality  make-up  of  the  alco- 
holic and  of  the  addict.  According  to  the  accepted  definition  of 
addiction,  this  is  a state  of  periodic  or  chronic  intoxication,  detri- 
mental to  the  individual  and  to  society,  produced  by  the  repeated 
administration  of  a drug.  Its  characteristics  are  a compulsion 
to  continue  to  take  the  drug  and  to  increase  the  dose,  with  the 
development  of  psychic  and  sometimes  physical  dependence  on 
the  effects  of  the  drug,  so  that  the  development  of  a means  to 
continue  the  administration  of  the  drug  becomes  an  important 
motive  in  the  addict’s  existence. 

In  recent  years,  we  have  become  used  to  viewing  addiction 
in  a much  broader  scope.  It  is  well  known  that  the  mechanisms 
and  symptoms  of  addiction  also  occur  without  the  use  of  any 
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drug  and  thus  without  the  complications  brought  about  by  the 
chemical  effects  of  drugs.  There  is  the  food  addict,  the  reading 
addict,  the  love  addict;  and  there  is  a variety  of  hobbies  which 
tend  to  outgrow  their  hobby  character  and  to  evolve  into  an 
obsessive  preoccupation,  eventually  becoming  an  absolutely  nec- 
essary condition  for  well  being  and  protection  against  depression. 

All  the  morbid  impulses,  as  well  as  the  addictions  with  and 
without  drugs,  have  in  common  the  fact  that  they  are  unsuccess- 
ful attempts  to  master  guilt,  depression  or  anxiety  in  their  own 
way,  mostly  by  activity.  The  same  holds  true  for  both  gambling 
and  drinking.  Seen  in  this  light,  gambling  takes  the  shape  of 
another  addiction.  In  our  endeavour  to  learn  more  about  the 
disease,  addiction,  which  is  so  difficult  to  understand,  I feel  that 
it  is  of  extreme  importance  to  enlarge  the  scope  of  our  investiga- 
tion — which  would  mean  including  gambling  in  the  realm  of 
our  studies. 

Just  as  a side  note,  I would  like  to  point  out  that  a number 
of  ex-gamblers,  that  is  persons  who  have  succeeded  in  giving 
up  their  gambling  addiction,  have  set  up  a society  known  as 
Gamblers  Anonymous  — an  analogy  with  Alcoholics  Anonymous 
and  Narcotics  Anonymous.  ■ 
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Cigarette  Smoking:  Causes  and  Effects 

by  J.  Gregory  Fraser,  M.D.* 


Tn  the  early  16th  century,  the  use  of  tobacco  for  smoking  was 
A introduced  into  Europe  by  Spanish  explorers  who  had  learned 
this  habit  from  the  natives  of  the  Western  Hemisphere.  Extolled 
mainly  for  its  medicinal  qualities,  it  was  also  condemned  for  its 
misuse.  In  1621,  Robert  Burton  declared  in  The  Anatomy  of 
Melancholy:  “Tobacco,  divine,  rare,  superexcellent  Tobacco, 
which  goes  far  beyond  all  their  panaceas,  potable  gold,  and 
philosopher’s  stones,  a sovereign  remedy  to  all  diseases.  A good 
vomit,  I confess,  a virtuous  herb,  if  it  be  well  qualified,  oppor- 
tunely taken,  and  medicinally  used,  but,  as  it  is  commonly 
abused  by  most  men,  which  take  it  as  Tinkers  do  Ale,  ’tis  a 
plague,  a mischief,  a violent  purger  of  goods,  land,  health,  hellish, 
devilish,  and  damned  Tobacco,  the  ruin  and  overthrow  of  body 
and  souT’.G)  Throughout  succeeding  centuries,  the  use  of 
tobacco  has  incurred  the  opposition  of  both  secular  and  religious 
authorities  and  has  been  subject  to  scorn,  to  laughter,  and  to  the 
severest  of  penalties  — even  corporal  and  capital  punishment. 
Nevertheless,  the  habit  has  steadily  increased  in  popularity  until 

* Dr.  Fraser  is  Assistant  to  the  Medical  Director  of  the  Alcoholism  and  Drug 
Addiction  Research  Foundation. 
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the  tobacco  industry  today  is  of  major  importance  in  many 
national  economies. <2)> 


Nicotine  — Toxic  and  Addicting 

Cigarette  smoke,  a mixture  of  gases  and  minute  droplets, 
contains  several  hundred  compounds  of  which  nicotine,  irritant 
chemicals,  carcinogens  and  carbon  monoxide  are  especially 
important,  at  least  insofar  as  its  harmful  effects  are  concerned. 

Nicotine  is  a highly  toxic  drug;  its  actions  are  complex  and 
often  unpredictable  because  it  both  stimulates  and  depresses  many 
areas  of  the  central  and  autonomic  nervous  systems.  Readily 
absorbed  from  the  oral  and  respiratory  mucosal  membranes  as 
well  as  from  the  skin,  nicotine  produces  in  the  novice  smoker, 
nausea,  salivation,  vomiting,  diarrhoea,  headache,  blurred  vision 
and  mental  confusion.  In  addition  to  these  symptoms,  over- 
dosage of  nicotine  causes  a precipitous  fall  in  the  blood  pressure, 
collapse,  convulsions,  respiratory  failure  and  finally  death/4)’ 
Tolerance  to  nicotine  develops  in  the  confirmed  smoker,  who 
rarely  suffers  the  unpleasant  symptoms  common  in  novice 
smokers.  Nicotine  administered  hypodermically  to  smokers  and 
non-smokers,  causes  pleasant  and  unpleasant  sensations  respec- 
tively. It  alleviates  withdrawal  symptoms  such  as  irascibility, 
insomnia,  diaphoresis,  tremulousness,  and  restlessness,  and  it  may 
also  reverse  the  desire  to  smoke.  This  evidence  supports  the 
hypothesis  that  nicotine  is  responsible  for  the  addicting  nature  of 
smoking  but  as  yet  the  evidence  for  this  cannot  be  accepted  as 
conclusive/5) 


Irritating  Effects  of  Smoke 

The  amount  of  carbon  monoxide  which  smoke  contains 
is  variable  but  it  is  apparently  insufficient  in  even  heavy 
smokers  to  alter  significantly  the  oxygen  carrying  capacity  of 
blood.  The  irritant  effects  of  smoking  on  the  mucosal  membranes 
of  the  mouth  and  respiratory  passages  depend  on  many  factors 
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related  chiefly  to  the  processing  of  tobacco,  the  manufacture  of 
cigarettes,  the  characteristics  of  one’s  smoking  habit  and  the  con- 
stituents which  tobacco  contains.  Whereas  nicotine,  ammonia, 
aldehydes,  nitrogenous  bases,  volatile  acids,  phenols,  and  other 
chemical  compounds  contribute  to  these  irritant  effects,  the  mois- 
ture content  of  the  tobacco  and  the  tightness  of  its  packing  in  the 
cigarette  are  equally  important.  Blindness  from  smoking  is  rare 
and  probably  occurs  only  in  patients  with  Vitamin  Bi*  deficiency. 
Smoking  is  interdicted  in  this  condition  and  also  in  Buerger’s 
Disease,  a rare  thrombotic  occlusive  disorder  affecting  the  vessels 
of  the  lower  limbs  causing  gangrene  of  the  toes  and  then  the  feet 
in  relatively  young  males/4) 


Heart  Disease  More  Prevalent 

By  far  the  greatest  damage  to  society  from  smoking  arises 
because  of  its  morbid  and  lethal  effects  in  coronary  heart  disease, 
chronic  bronchitis,  lung  cancer  and  peptic  ulcers.  All  of  these 
diseases  occur  more  often  in  smokers  than  in  non-smokers.  While 
coronary  heart  disease  is  common  in  non-smokers,  smokers  have 
three  times  the  incidence  and  death  rate  from  this  disease.  There 
are  many  factors  which  contribute  to  its  development  and  pro- 
gression, for  example,  heredity,  aging,  obesity,  hypertension,  pro- 
longed emotional  stress  and  long  excessive  exercise.  The  most 
common  manifestation  of  coronary  heart  disease  is  precordial 
pain  called  angina  pectoris,  and  its  most  disquieting  manifestation 
is  the  common  occurrence  of  sudden  death.  Smoking  precipitates 
precordial  pain  in  some  patients  and  when  this  occurs  abstinence 
is  mandatory. 

Chronic  bronchitis  is  a prominent  cause  of  sickness  and  death 
in  many  countries,  especially  in  the  United  Kingdom.  This 
disease  is  characterized  pathologically  by  an  increase  in  the 
number  of  bronchial  mucus  glands  and  clinically  by  an  excess  of 
mucus  secretion  causing  recurrent  productive  cough.  Shortness 
of  breath  in  chronic  bronchitis  initially  occurs  with  acute  infec- 
tions and  moderate  exercise  but  as  the  disease  progresses  it  is 
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frequently  associated  with  cold  and  damp  weather;  however,  it  is 
only  a constant  feature  when  this  disease  has  progressed  to  the 
development  of  pulmonary  emphysema.  There  are  many  questions 
in  regard  to  chronic  bronchitis  which  cannot  be  answered  at 
present;  for  example,  it  is  not  known  why  there  is  an  excess  of 
bronchitis  among  the  lower  social  groups,  nor  whether  women 
are  less  susceptible  to  the  disabling  consequences  of  bronchial 
irritation  from  smoking  and  how  important  infection  is  in  initiat- 
ing the  disease.  There  is  no  doubt,  however,  that  abstinence  from 
smoking  and  control  of  air  pollution  would  greatly  decrease  the 
prevalence  of  this  disease  and  hence  the  damage  it  causes. 


If  Does  Cause  Lung  Cancer 

Smoking  causes  lung  cancer.  The  overwhelming  evidence  for 
this  is  chiefly  statistical,  pathological  and  experimental.  This  type 
of  cancer  is  often  incurable  when  diagnosed  because  of  its  early 
spread  to  both  neighbouring  and  distant  structures.  At  present, 
the  results  of  treatment  are  deplorable,  as  revealed  by  a five-year 
survival  rate  of  about  six  percent. 

Lung  cancer  deaths  are  more  frequent  in  smokers  than  in 
non-smokers  and  this  risk  increases  in  direct  relation  to  the 
amount  of  smoking.  It  is  especially  important,  therefore,  for 
smokers  to  know  that  their  risk  of  dying  from  lung  cancer 
decreases  if  they  stop  smoking.  These  statistical  findings  have 
been  repeatedly  confirmed  by  research  scientists  in  many 
countries.  Pathologists  describe  changes,  some  preeancerous,  in 
the  bronchial  mucosa  of  smokers.  These  changes  include  basal 
cell  hyperplasia,  squamous  metaplasia  and  carcinoma-in-situ  and 
they  increase  in  number  in  direct  relation  to  the  amount  of 
smoking.  These  changes  are  absent  or  minimal  in  non-smokers, 
and  they  decrease  in  number  in  smokers  who  stop  smoking. <7)>  <8> 


Other  Factors  Increase  Risk 

Smoke  or  its  tar  does  not  cause  lung  cancer  in  experimental 
animals  and  this  fact  is  sometimes  wrongly  interpreted  as  a 
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refutation  of  the  causal  relation  of  smoking  to  lung  cancer  in 
man.  Although  experimental  evidence  is  inconclusive  by  itself,  it 
is  important  and  it  adds  support  to  the  statistical  and  pathological 
evidence.  Smoke  contains  in  small  quantities,  a number  of  car- 
cinogens mainly  polycyclic  hydrocarbons,  and  tar  condensed 
from  smoke  causes  skin  cancer  in  rats,  rabbits  and  mice.  Further- 
more, if  tobacco  tar  and  another  known  carcinogen  are  applied 
together  to  the  skin  of  these  animals,  more  cancers  develop  than 
if  either  is  used  alone.  This  phenomenon  is  co-carcinogenic. O 
Tobacco  smoke  inhibits  and  then  destroys  the  cilia  of  epi- 
thelial cells  in  the  bronchial  mucosa.  The  ciliary  mechanism  is 
one  of  several  which  together  remove  foreign  substances  from  the 
bronchial  tubes.  Sufficient  damage  of  this  mechanism  would  tend 
to  impair  the  removal  of  all  foreign  substances,  including  carcino- 
gens from  smoke  and  from  the  air  one  breathes  and  thereby 
increase  the  amount  of  time  that  the  carcinogens  are  in  contact 
with  the  epithelial  cells/7) 


A Higher  Death  Rate 

Smoking  does  not  cause  ulcers  of  the  stomach  and  duodenum 
but  it  does  delay  their  healing  and  hence  increases  their  chroni- 
city.  This  may  explain  the  increased  mortality  from  peptic  ulcers 
in  smokers  which  is  nearly  three  times  the  mortality  of  non- 
smokers. 

Major  causes  of  death  may  be  divided  into  five  broad  cate- 
gories as  follows:  Cancer;  pulmonary  diseases  excepting  lung 
cancer;  heart  and  circulatory  diseases;  accidents;  violence  and 
suicide;  and  other  diseases.  Smokers  have  a higher  death  rate 
from  all  of  these  categories  except  accidents,  violence,  and 
suicide.  The  maximum  risk  of  smoking  is  determined  from  these 
statistics  and  is  expressed  by  the  fact  that  heavy  smokers  aged 
35  years,  have  slightly  more  than  twice  the  chance  of  dying 
before  the  age  of  65  years  than  do  non-smokers.  This  fact  is 
even  more  impressive  when  one  understands  that  this  risk  of 
dying  is  greater  between  the  ages  of  35  and  44  years  than  in 
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subsequent  decades,  which  have  a progressive  decrease  in  this 
risk.(4> 


Educate  and  Prevent 

Smoking  ought  to  be  everyone’s  concern.  The  inability  of 
most  heavy  smokers  to  stop  greatly  increases  the  need  for  this 
concern.  It  does,  nevertheless,  direct  our  attention  to  the  impor- 
tance of  preventing  smoking,  particularly  among  teenagers.  In 
the  United  States,  Britain  and  Canada,  smoking  is  common 
among  teenagers  and  those  who  become  confirmed  smokers 
during  their  school  years  are  generally  heavy  smokers  in  later 
years.  A number  of  factors,  such  as  lack  of  achievement  in 
academic  studies  or  in  extra-curricular  activities,  are  more  com- 
monly found  in  students  who  smoke  than  in  students  who  do 
not.<9>  Whatever  these  observations  imply  about  personality,  one 
tends  to  agree  that  the  prevalence  of  smoking  in  our  society,  and 
hence  the  strong  social  approval  which  this  habit  is  accorded,  is 
one  of  the  most  important  forces  which  induce  non-smokers  to 
smoke.  Each  time  a smoker  lights  up  a cigarette  he  becomes  a 
“living  advertisement”  for  tobacco.  <10)  It  may  be,  therefore,  that 
the  greatest  onus  in  prevention  rests  with  smokers  themselves. 

Presently,  most  smokers  find  it  impossible  to  stop  smoking 
and  if  this  is  a reliable  measurement  of  what  we  must  expect  in 
the  next  five  to  ten  years,  the  outlook  is  dismal.  Whereas  anti- 
smoking campaigns  have  achieved  only  small  success,  it  is  only 
reasonable  that  they  should  be  continued  with  a view  towards 
increasing  their  effectiveness.  Not  only  should  educational  pro- 
grams on  the  dangers  of  smoking  be  mandatory  during  school 
years,  but  it  is  of  equal  importance  that  those  techniques  be 
developed  and  practiced  which  will  assure  the  effectiveness  of 
these  programs. 


The  Appeal  of  Advertising 

The  substantial  increase  in  tobacco  consumption  during  the 
past  few  decades  is  most  probably  the  result  of  the  effectiveness 
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of  advertising  by  the  tobacco  industry.  Their  efforts  have  been 
greatly  augmented  and  possibly  even  surpassed  by  the  effective- 
ness of  its  millions  of  customers,  whose  approval  of  smoking  is 
publicly  expressed  many  millions  of  times  each  day.  Leaders  of 
the  tobacco  industry  deny  that  their  advertisements  encourage 
the  non-smokers  to  smoke;  it  is,  however,  very  difficult  to  believe 
that  the  association  of  smoking  with  refined  tastes,  pleasant  and 
leisurely  living,  youthfulness,  health  and  sexual  appeal  is  as 
harmless  as  it  is  claimed. (n>  Such  appeal  to  the  popular  imagi- 
nation must  be  investigated  to  assess  its  danger,  and  appropriate 
measures  adopted  to  remove  them. 


Need  Treatment  Research 

Smokers  may  be  divided  into  two  classes;  those  who  wish  to 
stop  and  those  who  do  not.  One  hopes  that  effective  treatment 
methods  will  evolve  from  the  experience  of  the  anti-smoking 
clinics  which  are  now  in  operation.  More  must  be  learned  of 
the  psychological,  social  and  physiological  factors  which  together 
make  it  so  difficult,  and  usually  impossible,  for  a smoker  to  stop 
smoking.  Smokers  who  claim  that  they  do  not  wish  to  stop  must 
surely  deny  the  validity  of  the  conclusions  about  the  danger  of 
smoking.  One  may  be  amused,  frustrated,  amazed,  or  aggravated 
to  hear  persons  whose  reflection  on  the  facts  has  been  nil  or 
minimal,  declare  that  the  evidence  is  inconclusive  or  illogical. 
Nonetheless,  it  is  a common  response  whatever  the  reasons,  and, 
since  one  suspects  that  no  evidence  would  convince  these  per- 
sons, it  is  necessary  to  learn  more  about  the  factors  which  are 
important  in  the  genesis  of  such  attitudes.  ■ 
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“Tobacco  is  a dirty  weed:  1 like  it. 

It  satisfies  no  normal  need:  l like  it. 

It  makes  you  thin,  it  makes  you  lean, 

It  takes  the  hair  right  off  your  bean; 

It's  the  worst  darn  stuff  youve  ever  seen: 
1 like  it  ” 


Graham  Hemminger 


iss 

7/ >>v  SCL  ^ 

fi.  Ji\N  6 ^6^] 

TABLE  OF  CONTENTS 

Tribute  to  Dr.  Jellinek 2 

Treatment  ofAlcoholism  : 

— Some  Critical  Comments 4 

— General  Practice  20 

— Ontario  Mental  Hospitals 

— Public  Health  Nursing 

— Community  Efforts 

— A Family  Agency 

— The  Church 

— Industry 

Occupational  Therapy 


ALCOHOLISM  & DRUG  ADDICTION  RESEARCH  FOUNDATION  OF  ONTAR 


This  periodical  is  published  four  times  a year  in 
the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism  and  other  forms  of 
addiction. 

Each  issue  contains  pertinent,  factual  informa- 
tion selected  primarily  because  of  its  interest  to 
those  who  are  called  upon  to  deal  professionally 
with  alcoholics  and  other  addicts.  Articles  pub- 
lished do  not  necessarily  represent  the  views  of 
the  Foundation. 

If  you  would  like  to  receive  this  publication 
regularly,  or  if  you  wish  additional  information 
about  some  aspects  of  our  work,  you  are  invited 
to  write  to  the  Alcoholism  and  Drug  Addiction 
Research  Foundation,  Education  Department,  24 
Harbord  St.,  Toronto  5,  Ontario  (365-4521). 

There  are  also  branch  offices  at: 

1020  Victoria  Ave.,  Fort  William  (MA.  2-1735) 
155  James  St.  South,  Hamilton  (528-0207) 

477  Waterloo  St.,  London  (GE.  3-3171) 

1206  Bank  St.,  Ottawa  (RE.  3-8343) 


Editor,  Nancy  Ferguson 
Circulation  of  this  issue:  15,000 

Photos  in  this  issue  by 
Ashley  & Crippen  and  W.  J.  Wacko 


Oince  his  sudden  death  while  at  work  on  his  beloved  Encyclo - 
^ pedia  of  Alcohol  Problems  at  Stanford  University,  there  have 
been  many  eulogies  to  the  great  spirit  and  great  intellect  of  Dr. 
E.  M.  Jellinek.  His  life  and  his  work  have  had  deep  meaning  for 
many  thousands  of  people  in  all  parts  of  the  world.  Although  of 
small  physical  stature,  he  was  in  all  other  respects  a giant. 

Those  who  knew  “Bunky”,  as  his  friends  called  him,  had  the 
privilege  of  knowing  a very  remarkable  human  being.  He  had 
“heart”  in  the  full  sense  of  that  word.  He  had  an  Old  World 
courtesy  and  charm.  He  twinkled  with  an  irrepressible,  pixie 
sense  of  humor.  He  commanded  a vocabulary  capable  of 
expressing  the  full  range  of  his  passionate  feelings  from  towering 
rage  over  inexcusable  and  damaging  scientific  error  to  the 
gentlest,  most  loving  concern  for  individual  suffering. 

Dr.  Jellinek's  scientific  method,  although  rigorous  and  un- 
compromising in  its  discipline , was  never  without  human- 
centred  purpose.  And  it  was  for  this  reason  that  he  was  a 
teacher  of  consummate  artistry.  He  could  reach  any  audience 
because  he  had  the  ability  to  submerge  his  ego  in  his  subject 
and  to  make  both  subject  and  self  serve  the  needs  of  his  audience 
— - an  audience  of  hundreds  or  of  one. 

This  was  the  real  secret  of  his  greatness  — his  genuine 
humility. 

— R.R.R, 
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Above  all  a teacher  . . . 


Tust  after  lunchtime  on  Tuesday,  October  22, 
•'  1963,  Dr.  Elvin  Morton  Jellinek  suffered  a 
fatal  heart  attack  as  he  sat  at  his  paper-piled 
desk  in  the  Institute  for  the  Study  of  Human 
Problems  at  Stanford  University  in  California. 
Death  mercifully  came  quickly  and  in  the  midst 
of  his  enthusiastic  work  on  his  Encyclopedia  of 


A Tribute  I 


by  Hi 


Dr.  Jellinek  was  in 


Problems  of  Alcohol 
74th  year. 

Surviving  are  his  wife,  Martha;  a daughi 
Mrs.  Charles  Surry  of  Montclair,  N.J.;  and 
96-year-old  mother  now  living  in  Detroit.  ( pe 
Jellinek’s  mother  was  an  internationally  farm 
opera  singer  in  the  1890’s,  performing  under 
name  of  Marcella  Lindh.) 

Also  surviving  — and  suffering  a keen  se 
of  personal  and  professional  loss  — are  ah 
of  scientist  and  educator  colleagues  in  all  p; 
of  the  world,  and  a multitude  of  men  and  won 
who  are  forever  grateful  to  Dr  Jellinek 
his  untiring  efforts  to  help  alcoholics. 

Probably  more  of  Dr.  Jellinek’s  ideas  tl 
those  of  any  other  outside  person  have  b 
built  into  the  Alcoholism  and  Drug  Addict 
Research  Foundation  of  Ontario.  As  early 
1949,  when  we  were  planning  this  organizatf  m 
I spent  two  weeks  with  Dr.  Jellinek  to  w 
through  with  him  the  general  structure  ^ 
functions  of  our  Foundation.  Our  communj| 
tion  since  that  time  has  been  continuous^ 
his  interest  in  the  development  of  this  organ 
tion  was  profound. 

Upon  his  retirement  from  the  World  He; 
Organization  in  1958,  Dr.  Jellinek  came  to 
as  a member  of  our  research  staff;  and  at 
time  of  his  death  he  was  Honorary  Consult 
to  our  Foundation. 


At  University  of  Toronto  with  R.  E.  Popham  and  Dr.  Erik  Jacobsen  of  Copenhagen 
during  first  A.R.F.  Summer  Course  on  Addictions,  June,  1962. 
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!.  M.  Jellinek 

lid.  M.S.W. 

Jellinek  was  the  person  primarily  respon- 
or  “the  new  approach”  to  alcoholism.  He 
lit  out  the  concept  that  alcoholism  is  a 
e and  that  alcoholics  should  be  treated  as 
!>ersons.  In  his  own  words,  he  stated  his 
to  be  “to  determine  the  forces  and  nature 
; problems  of  the  alcoholic  and  discover 
lieans  by  which  the  disease  of  alcoholism 
be  reduced.” 

mother  article,  he  stated  that  “alcoholism 
^e  the  source  of  much  human  misery  — 
indamentally  human  misery  is  the  source 
oholism.” 

re  has  been  no  greater  scholar  in  the  field 
;oholism.  His  scientific  papers  are  very 
ive  in  number  and  in  subject  matter.  He 
i scientist  of  the  old  school  whose  total 
vas  given  to  seeking  a solution  to  the 
an.  He  was  a classical  scholar,  trained  in 
liversities  of  Berlin,  Grenoble  and  Leipzig, 
^as  a Doctor  of  Science,  a Master  of 
ition,  and  held  a number  of  honorary 
js  one  of  which  was  a cause  of  particular 
— an  honorary  Doctor  of  Surgery  degree 
the  University  of  Chile. 

was  an  accomplished  linguist — reading  and 
ing  fluently  some  13  languages.  He  was 
er  and  first  editor  of  The  Quarterly 
al  of  Studies  on  Alcohol.  In  association 
the  late  Dr.  Howard  Haggard  of  the  Yale 


. . . and  a thinker. 


University  Laboratory  of  Applied  Physiology, 
Dr.  Jellinek  founded  the  Yale  School  of  Alcohol 
Studies  (now  transferred  to  Rutgers  University). 

Dr.  Jellinek’s  list  of  accomplishments  and 
contributions  is  almost  endless;  and,  indeed,  at 
the  age  of  73  he  was  well  launched  on  the  road 
to  even  greater  achievement  with  his  beloved 
encyclopedia  project.  Plans  are  proceeding 
currently  to  complete  this  vast  work;  and  it  is 
expected  that  it  will  prove  to  be  a fitting  and 
enduring  memorial  to  his  great  scholarship. 


Rev.  Ben  Spence,  Dr.  Jellinek,  Messrs . L P.  McNabb  and  H.  David  Archibald  on 
the  occasion  of  the  presentation  of  two  important  personal  libraries  to  become  part 
of  the  Foundation’s  permanent  collection. 
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The  Treatment  of  Alcoholism: 
Some  Critical  Comments 

by  S.  J.  Holmes,  M.D.,  D. Psych.* 

Tn  my  approach  to  this  subject,  1 am  writing  as  a psychiatrist 
and  a physician  who  has,  over  the  past  15  years,  been  associ- 
ated with  the  treatment  of  alcoholism  and  other  addictions  in 
clinics  of  varied  type  and  function,  ranging  from  private  and 
community  clinics  to  the  penal  or  reform  type  of  clinic.  It  has 
been  my  privilege  to  see  the  development  of  treatment  methods 
over  the  broad  spectrum  of  the  disease  alcoholism,  including  its 
medical,  psychological  and  social  pathology.  I have  also  wit- 
nessed the  biases  that  develop  in  people  who  are  busy  dealing 
with  the  problem  within  their  own  narrow  frame  of  reference, 
who  become  oblivious  to  the  whole  of  the  problem,  and  who  are 
ultra-specialist  in  a progressively  narrower  area. 


Sterility  — Not  Advance 

I do  not  intend  to  give  a detailed  encyclopedic  oriented  -j 
review  of  the  current  literature;  and  I have  taken  this  stand 
rather  deliberately  for  several  reasons.  In  my  opinion,  in  spite 
of  the  fast-growing,  voluminous  literature  on  the  subject  of 
alcoholism  and  other  addictions  in  the  last  10  years,  there  has 
been  very  little  significant  advance.  Instead,  there  tends  to  be  a 
pseudo-expert  rehashing  of  existing  thinking,  and  an  attempt  to 
make  this  fit  current  clinical  practice.  It  appears  to  me  that  this 
scientifically  masked  approach  is  rapidly  creating  a sterility  in 
those  areas  of  activity  and  interest  that  showed  so  much  promise  ^ 


* Dr.  Holmes  is  the  Director  of  Narcotic  Addiction  Unit  of  the  Alcoholism  and 
Drug  Addiction  Research  Foundation.  This  article  is  based  on  a lecture  presented 
at  a conference  on  “Interpreting  Current  Knowledge  about  Alcohol  and 
Alcoholism  to  a College  Community’*,  held  at  Albany,  N.Y.,  in  March,  1963. 
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for  the  future  a decade  ago.  I am  grieved  to  see  that  Dr.  E.  M. 
Jellinek's  book,  “The  Disease  Concept  of  Alcoholism,”  has  not, 
as  its  author  intended,  become  a source  of  stimulation  and 
questioning,  but  rather  an  oft  quoted  reference  as  if  it  were  the 
last  word  from  the  master.  Certainly  it  proves  the  point  that 
when  all  think  alike,  no  one  really  thinks. 


Rationalizing  Rejection 

The  last  20  years  have  witnessed  dramatic  changes  in  the 
general  understanding  of,  and  response  to,  the  problems  of 
alcoholism.  Although  the  medical  ramifications  of  alcoholism 
have  been  recognized  for  a long  time,  it  was  only  recently  that 
alcoholism  stopped  being  defined  as  a moral  problem  associated 
with  personal  inadequacy  and  moral  degradation.  Previously, 
alcoholism  was  considered  unmentionable,  and  great  efforts  were 
made  to  conceal  or  deny  its  existence.  Many  people  found 
comfort  in  the  mistaken  notion  that  the  only  real  alcoholics 
were  the  homeless  chronic  inebriates  of  skid  row.  From  this 
misconception,  it  was  reasoned  that  men  and  women  who, 
despite  pathological  drinking,  were  able  to  retain  a degree  of 
stability  in  their  family,  job  or  community  relationships,  could 
not  be  true  alcoholics  because  they  did  not  fit  the  derelict 
pattern.  This  faulty  reasoning  also  enabled  many  alcoholics  to 
deny  the  serious  implications  of  their  drinking  patterns,  and 
to  rationalize  a rejection  of  the  idea  that  they  might  be  ill  or 
need  help. 

Society,  as  long  as  it  could  reason  that  the  alcoholic  him- 
self was  to  blame  for  his  problem,  could  justify  its  rejection  of 
the  alcoholic,  and  could  even  excuse  a righteous  feeling  of 
hostility  towards  him.  Physicians  have  not  been  immune  to 
these  negative  attitudes  because  of  many  factors.  In  some 
respects,  the  re-definition  of  alcoholism  as  a form  of  illness,  a 
public  health  and  medical  problem,  has  gained  more  rapid  and 
complete  acceptance  among  the  general  public  and  alcoholics 
themselves  than  among  some  members  of  the  medical  profession. 
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Alcoholism  is  a chronic  progressive  disorder  of  behavior,  \ 
and  alcoholics  comprise  a large,  mixed  group  of  persons  : 
suffering  a variety  of  medical,  psychological  and  socio-economic 
disorders,  in  which  alcoholism  is  a common  overt  sign.  We  are  :i 
considering,  then,  a group  of  people  with  virtually  as  many 
problems  and  problem  patterns  as  there  are  patients,  and  whose  , 
only  common  factor  is  their  use  of  ethyl  alcohol.  Quite  under-  ' 
standably,  the  physician  has  considered  that  problems  other 
than  medical  are  beyond  his  sphere  of  competence.  However, 
treating  the  medical  problems  of  alcoholism  alone  has  seldom 
proved  effective.  Despite  the  pronounced  emotional  problems 
of  alcoholism,  most  psychiatrists  have  been  just  as  reluctant 
as  their  medical  colleagues  to  become  deeply  involved  in  the  ^ 
treatment  of  alcoholic  patients. 

- 

A Disorder  of  Behavior 

In  our  culture,  there  are  many  drinking  patterns  that  may  ^ 
lead  to  alcoholism.  For  details  of  these,  I can  only  refer  you 
to  Dr.  Jellinek’s  book.  However,  by  and  large,  the  most 
common  pattern  of  alcoholism  in  North  America  is  the  gamma 
type  of  alcoholism  in  which  there  is  a definite  progression  from 
psychological  to  physical  dependence,  with  attendant  marked 
behavior  changes.  This  type  of  alcoholism  produces  the  most 
serious  kind  of  behavior  disorders  which  may  reflect  themselves 
before,  as  well  as  after,  physical  dependence  takes  place.  This 
latter  loss  of  control  impairs  interpersonal  relationships  at  home, 
at  work  and  at  play,  to  the  highest  degree. 

Any  therapeutic  approach  to  the  problem  of  alcohol  addic- 
tion requires  a careful  preliminary  diagnosis.  The  importance 
of  such  diagnosis  cannot  be  over-emphasized.  More  often  than 
not,  the  ultimate  result  of  the  therapeutic  planning  hinges  on  a 
diagnosis  covering  these  three  overlapping  areas: 

(1)  Medical  diagnosis  aimed  at  the  detection  of  diseases 
resulting  from  the  excessive  and  uncontrolled  use  of  alcohol; 
and  of  diseases  resulting  from  other  causes. 
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(2)  Psychiatric  diagnosis  aimed  at  an  evaluation  of  the 
premorbid  personality  and  the  subsequent  drinking  pattern,  with 
the  goal  of  differentiating  real  addictive  drinking  from  symptom- 
atic drinking.  In  the  first  instance,  the  use  of  alcohol  is  bound 
to  be  uncontrolled;  in  the  second  case,  the  use  of  alcohol  is 
regulated  by  the  intensity  and  duration  of  the  underlying 
disorder.  In  addition,  psychiatric  diagnosis  should  evaluate  all 
the  neurotic,  character  disorder  and  psychotic  reaction  patterns 
which  complicate  the  problem  of  alcohol  addiction  and,  in 
perspective,  the  socio-economic,  family  and  job  complications, 
and  so  on.  The  presence  and  degree  of  organic  brain  deteriora- 
tion is  also  a very  important  factor  in  considering  the  course  of 
psycho-therapeutic  management.  We  are  interested  in  the 
strength  of  the  personality  as  well  as  the  weaknesses  prior  to 
drinking,  during  the  drinking  years,  and  at  the  time  of  evalua- 
tion. The  temperament  or  drive  force  versus  passivity  is 
important. 

(3)  Social  diagnosis  aimed  at  an  evaluation  of  the  inter- 
action of  the  patient  and  the  world  he  lives  in  — his  family,  his 
employment,  his  religious  attitudes,  his  financial  problems,  and 
so  forth. 


Comprehensive  Therapy 

There  is  no  single  specific  therapy  for  all  alcoholics.  There- 
fore, it  appears  sound  that  therapies  be  used,  or  withheld,  with 
the  needs  and  capacities  of  each  individual  patient  in  mind. 
Since  alcoholics  characteristically  reveal  an  unpredictable  course, 
with  surprising  deviations  from  the  expected  prognosis,  it  is  wise 
for  the  therapist  to  be  prepared  with  flexible  plans,  and  to  be 
ever  ready  to  take  therapeutic  advantage  of  these  deviations. 

Out  of  modern  experience  with  therapies  for  alcoholics, 
there  is  steadily  emerging  the  principle  that  a comprehensive, 
multi-faceted  approach  to  treatment  is  valid.  This  approach 
utilizes  medical,  psychiatric,  sociological,  religious  and  other 
resources  in  a coordinated  plan  through  the  use  of  a therapeutic 
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team.  Special  therapeutic  devices  and  techniques  in  the  various 
disciplines  are  regularly  being  subjected  to  clinical  evaluation 
in  their  application  to  alcoholic  patients,  and  it  is  clear  that 
no  one  device  or  therapeutic  procedure  serves  for  all  cases. 


Treatment  Settings  Vary 

With  all  therapies,  we  need  to  know  which  patients  do  best 
with  which  particular  treatment  methods  and  in  what  particular 
treatment  settings.  This  applies  both  to  the  organic,  medical, 
drug  and  hormonal  therapies,  as  well  as  to  the  psychotherapies. 
Regarding  the  latter  therapy,  it  is  pertinent  to  ask  who  should 
receive  deep,  long-term  psychotherapy  as  opposed  to  superficial 
supportive  therapy;  and  which  patients  profit  most,  and  at  what 
stage,  by  the  group  therapies.  There  is  already  much  to  guide 
us,  but  a lot  of  blurred  thinking  remains  to  be  brought  into 
focus.  The  group  method  offers  promising  leads;  its  positive 
values  call  for  advanced  study.  It  is  not  enough  to  have 
recourse  to  such  methods  simply,  for  example,  to  try  to  econo- 
mize in  therapeutic  personnel.  There  is  fertile  soil  here  for  men 
of  research  orientation  to  study  the  merits  of  each  of  these 
methods.  Such  objective  observation  by  the  research  scientist 
should  prevent  the  development  of  pseudo-scientific,  subjectively 
oriented  specialists,  and  other  special  forms  of  therapy  that  have 
abounded  in  the  mythology  of  alcoholism. 

A truly  therapeutic  environment  may  be  achieved  in  the 
traditional  as  well  as  in  the  newer  settings.  Alcoholic  patients 
may  do  well  under  private  care,  in  public  in-patient  services  and 
out-patient  clinics.  They  may  also  do  well  under  separate  care 
in  special  units  for  alcoholics,  and  in  regular  medical  and 
psychiatric  settings.  Experience  continues  to  warn  us  against 
exclusive  concern  with  the  acute  symptoms  of  alcoholism;  or 
of  haphazard,  unplanned  jumbling  together  of  alcoholics  with 
other  patients  in  overcrowded  mental  hospital  wards,  or  other 
forms  of  neglect  for  alcoholic  patients.  There  are  cogent 
arguments  for  the  planned  care  of  many  alcoholics  in  settings 
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where  they  are  deliberately  presented  with  the  opportunity  of 
living  in  a microcosm  as  it  were,  composed  of  other  neurotic 
persons.  Alternately,  some  alcoholics  do  well  in  special  clinics 
such  as  the  Alex  G.  Brown  Memorial  Clinic  at  Mimico  Reforma- 
tory, and  in  special  farm  type  settings  with  special  probation 
facilities. 

To  my  mind,  it  is  absolutely  clear  that  we  are  dealing  with 
a heterogeneous  form  of  illness  which  has  varied  prior  factors 
relative  to  its  development,  and  varied  factors  relative  to  its 
actual  development.  Therefore,  we  must  assess  not  only  the 
assets  and  liabilities  of  the  patient,  but  also  the  assets  and  liabili- 
ties of  our  existing  treatment  services,  to  combine  the  resources 
of  both  to  the  best  advantage.  We  must  be  ever  cognizant  of 
the  need  for  expansion  of  further  treatment  resources,  and  to 
continue  to  be  inventive  and  expansive  in  this  direction,  rather 
than  punitive  and  constrictive  as  punishing  moralistic  thinking 
would  dictate. 


Motivation  Is  Essential 

The  desire  to  get  well,  or  motivation  as  it  is  commonly 
called,  is  essential  to  successful  therapy.  Though  it  be  couched 
in  different  terms,  all  therapeutic  orientations,  from  Alcoholics 
Anonymous  to  psychoanalysis,  stress  this.  Motivation  involves 
a change  in  feelings,  attitudes  and  way  of  life  — in  alcohol 
addiction  this  demands  deprivation  of  alcohol.  Every  alcoholic 
has  some  drive  to  move  in  the  direction  of  sobriety  and  to 
become  an  accepted,  constructive,  functioning  member  of 
society.  Another  part  of  him  is  driven  in  the  opposite  direction 
to  a life  revolving  around  alcohol.  This  is  the  conflict  of  all 
alcoholics.  Motivation,  the  resultant  of  two  forces  working  in 
opposite  directions,  applies  not  only  to  alcoholism  but  is  a 
basic  therapeutic  aspect  of  any  drug  addiction,  character  dis- 
order, neurosis  or  emotional  illness.  The  ultimate  outcome 
depends  in  which  direction  the  arrow  moves.  It  is  a moot 
question  whether  in  alcohol  addiction  this  conflict  is  ever  fully 
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resolved.  Certainly,  dreams,  fantasies,  and  other  evidence 
suggest  that  most  non-drinking  alcoholics  have  a persistent  yen. 
No  method  known  today  permanently  eliminates  every  vestige 
of  the  craving  for  alcohol.  As  a result,  sobriety  remains  for 
the  true  alcoholic,  as  Alcoholics  Anonymous  puts  it,  “a  twenty- 
four  hour,  day-to-day  struggle”. 


Pleasure  Versus  Pain 


The  desire  to  get  well  may  come  and  go  depending  on  the 
immediate  circumstances  surrounding  the  patient.  So  long  as 
he  has  not  suffered  too  much  from  his  drinking,  he  will  probably 
not  even  consider  giving  it  up.  The  pain  of  life  before  drinking, 
contrasted  with  the  pleasure  of  drinking,  does  not  as  yet  begin 
to  approximate  the  pain  of  drinking.  That  is  why  A.A.  speaks 
of  the  necessity  of  hitting  bottom.  The  individual  must  lose 
something  important  to  him  through  his  drinking  or  at  least  be 
threatened  with  such  a loss.  This  may  be  a job,  the  threat  of 
divorce,  the  loss  of  social  prestige;  or  it  may  be  merely  a feeling 
within  the  patient  that  he  does  not  like  himself  or  what  he  is 
doing  because  of  his  involvement  with  alcohol.  It  seems  that  the 
patient  must  suffer.  He  must  become  convinced  by  reality 
factors  that  drinking  is  impossible  for  him.  His  ability  to  make 
such  a decision  may  come  quickly  or  take  many  years,  and  it 
can  be  punctuated  by  many  relapses  from  sobriety.  This  process 
would  appear  to  be  proportional  to  the  anxiety  factors  related  to 
alcohol  both  before  and  after  drinking. 

During  this  period,  the  therapist  can  help  the  patient  to  see 
his  disease  in  an  objective  manner,  even  if  the  patient  is  in  an 
early  phase  and  rejects  all  such  interpretation.  At  the  same 
time,  the  anxieties  of  family,  friends  and  employer  may  be  a 
real  test  of  the  therapist’s  skill  in  facing  the  patient’s  continued 
resistance.  Few,  indeed,  the  cases  where  these  factors  dove- 
tail in  a reasonable  manner.  More  commonly,  psychopathology 
in  the  family  is  stressed  by  the  drinking  situation  and,  at  other 
times,  by  the  patient’s  sobriety  to  the  point  of  precipitating  his 
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relapse.  Such  a reaction  by  the  non-alcoholic  spouse  will  require 
counselling  or  active  psychotherapy. 

The  process  of  alcohol  addiction  is  not  static.  It  either 
moves  in  the  direction  of  further  dependence  and  deterioration, 
or  in  the  opposite  direction  of  sobriety.  There  is  no  in-between 
land  of  social  drinking  that  all  alcoholics,  with  their  feelings 
of  omnipotence,  fancy  they  can  attain.  The  balance  of  forces 
in  this  conflict  is  tenuous.  If  weighted  in  the  direction  of 
sobriety,  the  alcoholic  comes  to  treatment  with  a determination 
to  get  well.  If  weighted  in  the  other  direction,  he  avoids  help 
or  comes  to  treatment  with  insufficient  interest  and  lack  of 
cooperation,  the  result  of  which  is  to  preserve  the  status  quo  of 
drinking.  At  present  there  is  no  magic  pill,  injection,  or  method 
to  motivate  all  patients.  The  therapist  must  ally  himself  with 
and  support  those  forces  that  are  striving  for  sobriety,  utilizing 
all  known  methods  — medical,  psychiatric,  social,  religious  and 
educational,  as  they  may  appear  necessary. 


The  Resistant  Patient 

We  should  not  be  content  to  reject  the  challenge  of  the 
resistant  and  refractory  patient.  So-called  motivation  defects 
may  provide  clues  to  the  core  of  the  patient’s  problems.  Recent 
experiences  with  so-called  “poorly  motivated”  patients  suggest 
that  enforced  cooperation  with  a therapeutic  regime  can  indeed 
be  helpful.  Certain  court  cases,  cases  referred  from  industrial 
firms,  and  cases  committed  to  mental  hospitals,  may  be  cited  as 
examples.  It  has  been  suggested  that  enforced  cooperation  at 
the  beginning  of  treatment  relieves  the  patient  of  the  burden  of 
developing  a motivational  pattern  for  himself  by  providing  one 
which  he  can  accept  without  undue  difficulties.  Later,  emerg- 
ing resentments  require  skillful  handling. 

As  important  as  the  motivation  of  the  patient  is  the  motiva- 
tion of  the  therapist.  Many  conscious  and  subconscious  attitudes 
may  reflect  themselves  in  a desultory  manner  in  the  therapeutic 
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relationship.  All  too  often,  the  therapist  tries  to  project  his  or 
her  conflicts  on  the  patient  for  solution,  or  tends  to  identify 
with  the  psychopathology  of  the  patient.  Sometimes  a selection 
of  patients  seen  by  the  therapist  reflects  a subconscious  success 
or  status  need  in  the  therapist  and  those  patients  who  do  not 
satisfy  these  needs  may  be  subject  to  criticism  and  rejection. 


The  Therapist's  Attitude  Is  Vital 

The  manner  of  imparting  the  diagnosis  is  a very  significant 
step  in  treatment.  All  of  us  have  an  attitude  towards  alcoholism, 
usually  a complex  mixture  of  excitement,  fear  and  perhaps 
disgust.  This  may  vary  considerably  with  the  sex,  age,  status, 
and  so  on,  of  the  alcoholic.  Whatever  our  attitude,  the  patient 
will  sense  it  within  five  words.  If  we  feel  any  moral  superiority, 
or  cannot  adequately  differentiate  between  drunkenness  and 
the  drinker,  we  can  rest  assured  that  the  patient  will  not  be 
looking  for  constructive  help  if  he  returns.  Our  attitude  is  the 
most  important  single  factor  in  the  treatment  of  alcoholics  and 
the  most  ’ difficult  to  manage.  Both  the  therapist  and  patient 
may  enter  the  initial  interview  with  crippling  preconceptions. 
The  patient  may  see  the  therapist  as  the  personification  of  middle 
class  morality,  one  who  will  throw  him  out  of  the  office  with 
orders  to  return  when  sober.  The  patient  may  approach  this 
threat  by  aggression  or  by  grovelling.  The  therapist  may  see 
the  patient  as  one  of  those  hopeless  spineless  alcoholics  who 
do  nothing  but  borrow  and  drink.  There  can  be  no  successful 
treatment  unless  some  real  communication  can  break  through 
these  boundaries. 

While  some  of  these  attitudes  are  defences  on  the  part  of 
the  alcoholic  to  defend  his  drinking,  to  expiate  his  guilt  and 
satisfy  his  masochism,  or  to  further  act  out  his  feelings  toward 
parental  authority,  the  therapist  nevertheless  needs  to  recognize 
any  of  his  or  her  own  attitudes  that  are  satisfied  by  such  inter- 
action. These  empathic  relationships  may  be  quite  subconscious 
in  the  therapist  and  may  be  part  of  his  attraction  to  this  phase 
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of  practice.  Such  attitudes  are  best  brought  to  the  surface  for 
conscious  deliberation  and  reorganization  during  supervision,  by 
self-analysis  of  attitudes  noted  in  the  self  by  the  therapist  during 
sessions  or  as  revealed  by  tape  recordings. 

In  this  regard,  the  heterogeneous  picture  of  alcoholism 
reflects  a need  for  similar  capacities  in  members  of  the  treatment 
team.  People  respond  to  the  events  of  their  environment  by 
thinking,  feeling  and  behaving.  In  general,  they  have  a pattern 
of  response  in  which  they  blend  these  three  actions.  This 
pattern  of  response  may  be  ego  syntonic,  in  which  the  person 
acts  out  his  disturbance  in  his  behavior,  or  it  may  be  an  ego 
alien  pattern  in  which  the  individual  internalizes  his  response. 
In  treatment,  the  defence  pattern  must  be  accepted  by  the 
therapist  and  not  necessarily  condoned  nor  condemned  by  overt 
or  covert  reaction  within  the  limits  that  the  therapeutic  environ- 
ment can  afford.  In  general,  this  acceptance  should  be  much 
broader  in  scope  than  the  patient  has  ever  experienced  before, 
thus  giving  him  an  opportunity  to  evaluate  his  response  or  to 
develop  insight,  and  move  on  to  apply  this  insight  by  means  of 
testing  experiences  in  the  therapeutic  milieu. 


Goals  of  Therapy 

It  would  appear  that  the  therapist’s  effectiveness  is  more 
significantly  related  to  certain  subtle  qualities  which  permit  him 
an  unbiased  objective  relationship,  than  to  his  orientation  to  a 
particular  discipline  or  his  adherence  to  particular  methodologies. 
Treatment  results  are  far  from  perfect,  and  among  alcoholics 
treatment  failures  tend  to  attract  more  attention  than  do  suc- 
cesses. Enough  is  not  known  about  the  application  of  therapies 
to  alcoholics  simply  to  set  down  therapeutic  procedures  in  a 
routine  way  as  might  be  done  for  diabetes,  epilepsy  and  obesity. 
It  seems  essential,  therefore,  that  treatment  services  and 
therapists  be  oriented  towards  research  that  will  lead  them  to 
study,  as  far  as  they  are  able,  what  they  are  doing  for  alcoholic 
patients. 


[131 


The  management  of  the  acute  phase  and  certain  specific 
medical  and  psychiatric  diseases  of  alcoholism  is,  of  course, 
important.  In  such  management,  therapeutic  methodology  is 
advancing  quite  favorably.  For  example,  the  medical  aspects  of 
acute  alcoholism  and  withdrawal  from  alcohol  are  reasonably 
well  handled;  and  progress  is  being  made  in  the  knowledge  of 
acute  and  chronic  psychoses  of  alcoholism,  as  well  as  other 
conditions  such  as  the  liver  disorders.  However,  much  remains 
to  be  learned  in  these  areas.  A more  profound  dilemma  arises 
from  the  alcoholic’s  characteristic  tendency  to  relapse  after 
treatment  of  acute  episodes,  even  after  drastic  and  catastrophic 
medical  and  psychiatric  emergencies.  The  doctor  and  the 
patient’s  relatives  then  question  the  use  of  treating  the  acute 
alcoholic  state  when  underlying  factors,  which  lead  to  relapse 
and  other  forms  of  inappropriate  behavior  or  personal  unhap- 
piness and  ineffectiveness,  go  untreated. 


Psychotherapy  — An  Art 

In  studying  the  goals  of  therapy,  it  is  needful  to  formulate 
more  precisely  what  is  meant  by  terms  such  as  “recovery”  and 
“rehabilitation”.  It  may  be  that  these  words  do  not  adequately 
express  the  desired  goals  since  both,  by  definition,  imply  a 
restoration  to  a former  capacity  or  a winning  back  of  a former 
state  of  health.  In  a real  sense,  the  goal  may  have  to  include 
the  patient’s  attaining  a state  of  mental  health  that  he  never  had 
before.  It  may  be  said  that  the  successful  patient  is  one  who  is 
becoming  the  kind  of  person  who  no  longer  abnormally  needs 
alcohol,  and  whose  personality  adjustments  are  being  effectively 
changed  to  permit  more  mature  and  objective  handling  of  his 
daily  life  situations.  This  leads  to  a better  socialization  and  more 
wholesome  relationships  with  his  family,  friends  and  community. 
Therapy  thus  involves  a learning  process  and  is,  in  the  broadest 
sense,  essentially  psychiatric. 

Psychotherapy  is  teaching  of  a most  delicate  kind.  It  is  a 
form  of  treatment  for  emotional  problems,  in  which  a trained 


[14] 


person  deliberately  establishes  a professional  relationship  with 
a patient,  with  the  object  of: 

(1)  removing  existing  symptoms;  or 

(2)  modifying  existing  systems  resulting  from  inadequate  motiva- 
tion, diminutive  ego  strength,  or  limitation  of  time  and 
finances;  or 

(4)  mediating  disturbed  patterns  of  behavior,  for  example, 
correcting  environmental  and  disturbed  interpersonal  pat- 
terns; or 

(5)  promoting  positive  personality  growth  and  development. 

In  this  way,  an  attempt  is  made  to  help  the  alcoholic  use  all 
of  his  resources,  and  to  develop  new  resources  or  supports  in 
other  people  so  that  he  can  function  without  alcohol. 


The  Patient's  Influence 

Psychotherapy  starts  with  the  patient’s  fears  about  treatment. 
It  must  combine  the  facts  about  alcoholism  with  a sympathetic 
understanding  of  the  patient’s  fears.  It  is  an  art  in  which 
knowledge  of  human  relations  and  skill  in  relationship  are  used 
to  mobilize  capacities  in  the  individual,  and  resources  in  the 
community,  appropriate  for  a better  adjustment  between  the 
patient  and  all  or  any  part  of  his  total  environment.  The 
principles  involved  in  effecting  this  therapy  are  easy  to  list  but 
difficult  to  apply.  The  only  instrument  we  can  use  is  ourselves. 
We  must  respect  the  patient’s  need  to  be  treated  as  an  individual 
and  not  as  a case.  We  must  realize  that  he  has  negative  feelings 
such  as  fear,  resentment  and  hate,  and  accept  his  ambivalence. 
We  must  accept  the  individual’s  need  to  be  treated  as  a person 
of  innate  integrity,  regardless  of  his  all-too-obvious  faults.  If 
we  are  going  to  help  the  patient,  we  must  be  sympathetic  and 
respond  to  the  feelings  he  expresses;  he  must  neither  be  judged 
nor  condemned  for  the  difficulties  in  which  he  finds  himself. 
The  patient  must  make  his  own  decisions;  it  is  easy  for  us  to 
command,  and  it  may  be  too  easy  for  him  to  be  commanded. 

The  difference  between  being  therapeutic  and  just  being 
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understanding  is  often  imperceptible,  but  it  lies  in  the  control 
exerted  within  the  relationship.  Thus,  the  expression  of  feelings 
should  not  be  to  blow  off  steam  but  to  free  the  patient  for 
positive  action  by  having  him  see  his  emotions  in  perspective, 
and  having  his  negative  feelings  accepted  as  normal  by  the 
therapist.  The  patient  may  try  to  manipulate  the  therapist  to 
the  position  of  having  status  invested  in  the  patient’s  maintenance 
of  sobriety  — the  “you’re  doing-this-for-me”  approach.  This  is 
dangerous  because  any  negative  feeling,  either  towards  the 
therapist  or  the  treatment,  might  result  in  a binge  which  would 
cause  the  therapist  either  to  lose  status  or  to  reject  the  patient. 
Therapists  are  proud  people  and  would  be  inclined  towards 
rejection.  This,  in  turn,  would  allow  the  patient  to  return  to  his 
bottle  with  the  rationalization  that  no  one  really  cares.  It  is 
better  to  anticipate  this  test  and  to  explicitly  accept  the  improb- 
ability of  immediate  success.  The  art  comes  in  the  judicious 
balance  of  emotional  involvement. 

It  should  be  emphasized  that  unfortunately  the  patient  has 
a critical  role  in  determining  the  applicability  and  effectiveness 
of  psychotherapy.  Pneumonia  can  be  cured,  a successful  surgical 
procedure  performed,  or  life-saving  innoculations  given  against 
the  will  of  the  patient  or  to  an  uncooperative  patient,  for  ex- 
ample, a child.  But  this  is  not  so  with  psychotherapy,  and 
particularly  with  alcoholics  where  much  of  the  therapeutic 
result  depends  on  the  patient’s  capacities,  assets,  functioning, 
adjustment  and  degree  of  integration  before  the  onset  of  illness; 
the  degree,  duration  and  stage  of  alcoholism;  age  and  intelli- 
gence; the  fixity  and  rigidity  of  character  patterns;  and  the 
social,  familial,  economic  and  occupational  life  situations. 

A Variety  of  Techniques 

Since  psychotherapy  does  not  yet  have  the  specificity  of 
some  other  scientific  disciplines,  there  is  no  general  agreement 
as  to  theory,  applicability,  method,  results,  role  of  the  patient 
and  of  the  therapist.  Consequently,  one  finds  a variety  of 
techniques  and  methodology,  as  previously  outlined,  depending 
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on  the  theoretical  orientation,  training  and  experience  of  the 
therapist.  The  therapist  may  take  an  active  or  passive  role  in 
the  treatment  process;  his  approach  may  be  along  psycho- 
analytic, supportive,  directive,  or  inspirational  lines;  movies, 
books  and  other  aids  may  be  used  as  a basis  for  discussion.  He 
may  enlist  the  assistance  of  a social  worker,  psychologist, 
internist,  minister,  Alcoholics  Anonymous,  or  other  ancillary 
aids.  Flexibility  is  essential  as  no  one  method  is  applicable  to 
all  cases. 

The  psychiatrist  has  no  magic  or  mystical  method  up  either 
sleeve.  Based  on  his  knowledge  of  human  drives  and  behavior, 
he  attempts  to  understand  the  origin,  dynamics,  development, 
and  causes  of  the  patient’s  feelings  and  behavior.  With  this 
knowledge  he  tries  to  make  the  patient  examine  and  understand 
himself  in  a clear,  objective  light  in  order  to  mobilize  the 
healthy  and  eliminate  the  unhealthy  feelings,  attitudes,  and 
behavior.  In  other  words,  in  this  learning  process  the  therapist 
unwinds  the  film  of  life  for  the  patient  to  see  the  origins  of  his 
repressed  anxiety  so  that  he  can  learn  how  to  deal  with  them 
in  contemporary  life.  All  aspects  of  the  patient’s  background, 
his  moral  and  ethical  concepts,  his  attitudes,  motivations, 
behavior,  and  conflicts  are  examined  in  a tolerant,  understanding 
way  so  that  the  patient  can  see  what  he  has  been  doing  all  his 
life  and  thus  understand  himself.  His  relationships  to  people, 
more  specifically  those  close  to  him,  are  examined  in  detail. 
Obviously,  treatment  is  often  painfully  slow,  undramatic,  with 
ups  and  downs.  The  process  is  a re-education.  Concentration 
is  not  on  the  morality  of  behavior,  but  on  the  why,  with  the 
patient  developing  constructive  and  socially  acceptable  attitudes. 
Ventilation  and  objective  examination  of  feelings,  attitudes,  and 
behavior  form  the  matrix  on  which  emotional  and  personality 
changes  are  built. 


Benefits  of  Group  Therapy 

One  method  of  psychotherapy  which  deserves  special  men- 
tion because  of  its  wide  applicability  to  alcoholics  is  group 
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therapy.  Work,  play,  study,  and  activity  in  groups  is  certainly 
not  a new  concept.  Identifications  with  common  interests  and 
group  goals  is  a universal  human  attribute  whether  it  be 
reflected  within  the  confines  of  a family  unit  or  in  a larger 
social,  political,  or  cultural  setting.  Group  therapy,  where 
several  patients  work  together  with  a therapist,  is  being  in- 
creasingly used  as  a method  in  psychotherapy.  It  focuses,  in 
an  organized  way,  on  specific  group  aims,  using  special  methods 
based  on  the  confirmed  observation  that  each  group  member 
can  be  of  help  to  one  another,  emotionally,  psychologically,  and 
intellectually. 

Results  of  group  therapy,  as  in  all  psychotherapy,  are  far 
from  predictable.  Some  patients  do  better  in  groups  than  with 
individual  therapy,  and  vice  versa.  Some  psychiatrists  consider 
group  therapy  limited,  and  others  are  dedicated  to  it.  However, 
most  of  those  who  have  considerable  experience  in  dealing  with 
alcoholics  agree  that  group  therapy,  whatever  its  structure  and 
method,  is  useful  for  alcoholics.  The  group  atmosphere  is 
permissive  and  non-condemnatory,  even  though  it  makes  the 
same  demands  of  sobriety  and  a new  way  of  life  that  society 
does.  This  atmosphere  is  new  and  at  first  bewildering.  It 
insists  on  an  honest  examination  and  evaluation  of  the  behavior 
and  feelings  of  each  group  member.  Problems  of  anger, 
resentment,  inadequacy,  lack  of  self-esteem,  rejection,  loneliness 
and  so  on,  can  be  bared  and  examined  without  fear  of  punish- 
ment or  rejection. 


A.A.  — A Form  of  Group  Therapy 

Alcoholics  Anonymous,  although  it  differs  widely  from 
psychotherapeutic  groups  as  conducted  by  psychiatrists,  can  be 
considered  a form  of  group  therapy,  and  a very  successful  form 
if  the  term  is  used  broadly.  After  all,  it  does  bring  individuals 
with  common  problems  and  goals  together,  and  helps  others  to 
do  the  same.  In  an  orthodox  sense,  however,  A.A.  is  not 
psychotherapy  since  it  concerns  itself  not  with  the  why  of 


[18] 


behavior  but  with  a day-to-day  schedule  of  sobriety.  Un- 
concerned with  causes,  and  not  bewitched  by  dogma  in  its 
original  format,  the  A.A.  program  is  designed  to  get  the  in- 
dividual to  stop  drinking  and  really  nothing  else.  The  aspects  of 
personality  inventory  and  of  spiritual  growth  are  useful  in  A. A., 
chiefly  because  they  tend  to  insure  the  individual’s  capacity  for 
not  taking  the  first  drink.  They  have  nothing  to  do  with  causa- 
tion. In  other  words,  the  whole  program  is  the  direct  treatment 
of  a symptom.  In  the  same  way,  Antabuse  or  Temposil  or 
other  aversion  therapies  simply  stop  the  ability  to  take  the  first 
drink  and  in  so  doing  have  been  instrumental  in  affording  the 
individual  the  ability  to  deal  with  the  causes  of  alcoholism  either 
directly  or  through  further  therapy. 

As  experience  develops,  it  becomes  more  and  more  apparent 
that  the  great  heterogeneity  of  the  alcoholic  population  requires 
persistent  research  into  methods  of  treatment,  and  a continuing 
flexibility  of  present  resources.  The  need  for  treatment  agencies 
to  recognize  the  possible  value  in  programs  of  treatment  already 
existing  in  community  agencies,  as  well  as  the  limitations  of 
these  programs  in  the  total  approach  to  the  alcoholic  and  his 
family  in  their  own  environment,  is  pertinent.  It  necessitates 
much  more  consultation,  referral  and  communication,  rather 
than  merely  dumping  the  patient.  Recognizing  the  varying  rate 
of  developing  resources,  and  the  limitations  of  these  resources, 
also  necessitates  the  need  to  think  in  terms  of  half  way  house 
facilities,  training  and  retraining  programs,  industrial  farm 
settings,  and  a general  evaluation  of  the  laws  that  as  yet  permit 
the  illness  of  alcoholism  to  ravage  the  individual,  his  family  and 
the  community. 


Treat  the  Total  Person 

In  conclusion,  we  might  consider  that  although  we  have  been 
using  alcohol  and  alcoholism  as  our  point  of  reference  in  this 
article,  the  same  general  principles  apply  to  other  patterns  of 
habit  or  addiction.  Thus,  it  is  recognized  that  such  habit  or 
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addiction  patterns  as  related  to  work,  play,  food,  TV,  gambling, 
reading,  smoking,  coffee  drinking,  and  speeding,  as  well  as  other 
chemical  relationships,  are  merely  expressions  of  a disturbed 
person.  The  modern  emphasis  on  recreation  and  hobbies  must 
also  be  considered  in  context  since,  here  again,  outlets  that  have 
been  considered  normal  by  society  may  become  pathological. 
Hence,  a proper  proportion  between  work  and  play  is  a necessary 
prerequisite  to  normal  living,  and  a disproportion  may  produce 
tension  or  disease.  The  proportions  of  either,  or  the  choices  of 
either,  may  vary  in  their  degree  of  mental  health  from  one 
person  to  another.  The  importance  of  having  an  educational 
orientation  for  living  would  seem  increasingly  important  in  our 
modern  era  of  the  40-hour  week  — especially  in  preparation  for 
the  future  30-  or  3 5 -hour  week  — which  leaves  so  much  time 
for  the  individual  to  develop  healthy  or  unhealthy  living  patterns. 

Therefore,  treatment  must  necessarily  take  into  account  the 
factors  relative  to  the  total  person  before  and  after  his  pattern  of 
addiction,  as  well  as  his  general  social  milieu,  regardless  of  what- 
ever his  deviant  pattern  may  be.  B 


Treating  Alcoholism  in  General  Practice 

by  Dr.  A.  Teglas,  M.D* 

^phe  general  practitioner  who  undertakes  to  treat  a patient  with 
^ the  problem  of  alcoholism  faces  a very  difficult  task.  To 
have  any  chance  of  success,  the  G.P.  must  have  a basic  under- 
standing of  the  problem  of  alcoholism,  the  alcoholic  as  an 
individual,  and  the  facilities  available  in  the  community  for  the 
treatment  of  alcoholism.  Unless  he  does  have  this  basic  under- 
standing, it  is  almost  certain  that  the  G.P.  will  fail,  because  he 
will  set  false  demands  of  himself,  and  will  have  false  expecta- 


• Dr.  Teglas  is  a physician  at  the  Toronto  clinic  of  the  Alcoholism  and  Drug 
Addiction  Research  Foundation. 
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tions  of  both  the  patient  and  himself.  He  must  therefore  divest 
himself  of  his  own  preconceived  ideas  and  feelings  about 
alcoholism;  otherwise,  he  will  talk  in  moral  platitudes  or  in 
punitive  cliches  that  may  soothe  his  conscience  but  be  of  no 
help  to  the  patient. 

Alcoholism,  when  fully  developed,  is  a chronic  illness.  Like 
mental  illness  and  cancer,  it  is  believed  that  there  is  no  single 
cause  and  no  single  explanation  for  it.  The  basic  question  of 
why  an  individual  becomes  dependent  on  alcohol  is  not  well 
understood.  At  the  present  time,  alcoholism  is  an  illness  for 
which  there  is  no  cure.  Like  all  chronic  illnesses,  it  has  a life 
history  which  includes  remissions  of  various  lengths  and  relapses 
of  various  lengths.  By  the  time  the  alcoholic  reaches  out  for 
help  — either  through  the  instinct  of  self-preservation,  or  be- 
cause of  pressure  from  others  — he  has  already  lived  a large 
span  of  his  life  and  has  a set  pattern  of  behavior  in  which  life 
without  alcohol  cannot  be  imagined.  Some  alcoholics  never 
admit  the  existence  of  their  problems  and  are  beyond  the  reach 
of  the  physician.  Some  are  well  off  financially  and  can  drink 
without  having  to  face  the  economic  and  social  consequences 
of  their  drinking.  Some  die  due  to  the  consequences  of  their 
drinking  before  they  can  be  helped.  The  ones  that  do  reach 
out  for  help  will  go  through  a long  process  of  recovery  with  a 
great  many  relapses.  What  the  physician  can  hope  for  is  that 
through  his  efforts  he  may  prolong  the  periods  of  remission. 
But  if  he  considers  each  relapse  as  a failure  on  the  part  of  both 
the  patient  and  himself,  he  will  be  unable  to  treat  the  alcoholic. 


The  Initial  Interview 

The  doctor  must  look  at  the  patient  as  an  individual.  All 
alcoholics  have  one  thing  in  common:  an  inability  to  deal  with 
alcohol.  Beyond  this  common  bond,  there  is  a great  variety 
of  emotional,  physical  and  mental  disorders.  Each  patient  has 
different  needs  and  different  problems.  A 15  minute  visit  to  the 
doctor’s  office  isn’t  even  enough  to  start  a conversation,  so 
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obviously  more  time  than  this  has  to  be  spent  with  the  patient. 
A history  must,  by  necessity,  be  lengthy.  It  has  to  cover  the 
physical,  emotional,  social,  economic,  and  religious  or  spiritual 
aspects  of  the  individual’s  life.  Other  members  of  his  family 
have  to  be  seen,  and  their  advice  and  opinions  sought.  It  proves 
essential  that  a very  careful  and  full  physical  examination  be 
done. 

The  initial  visit  of  the  alcoholic  patient  should  take  at  least 
one  hour,  and  following  visits  a minimum  of  15  to  20  minutes 
or  longer.  This  necessitates  that  the  patient  be  sober  at  the 
time  of  his  appointments.  There  is  no  sense  in  trying  to  examine 
or  take  a history  from  a patient  who  is  obviously  under  the 
influence  of  alcohol.  A plan  of  treatment  should  be  established 
after  the  initial  assessment  and  then  followed  through.  Since  the 
treatment  of  the  alcoholic  patient  is  time  consuming  and  diffi- 
cult, he  should  be  financially  responsible  for  this  treatment  — 
the  cost,  proportionately,  is  a great  deal  less  than  the  amount 
spent  on  drinking  or  the  cost  of  treatment  when  it  is  required 
as  a result  of  drinking. 


Examine  Available  Resources 

The  doctor  must  be  familiar  with  the  facilities  available  in 
his  community  for  treating  the  alcoholic.  This,  he  will  find, 
is  possibly  the  most  difficult  of  his  problems.  Treatment 
consists  of  two  phases:  the  treatment  of  the  patient  in  the  acute 
withdrawal  stage;  and  the  rehabilitation  of  the  patient. 

The  treatment  of  the  acute  phase  cannot  be  undertaken 
lightly.  It  should  be  done  in  hospital,  under  medical  super- 
vision, with  good  and  expert  nursing.  If  it  is  done  any  other 
way,  there  can  be  a serious  threat  to  the  patient’s  health  and 
even  to  his  life.  The  use  of  barbiturates  and  tranquilizers 
intramuscularly,  to  calm  the  acutely  disturbed  patient  being 
treated  at  home,  carries  a great  element  of  danger.  However, 
the  sad  truth  is  that,  at  present,  facilities  for  the  treatment  of 
the  acutely  ill  alcoholic  are,  for  practical  purposes,  non-existent 
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in  Toronto.  Here,  the  acutely  ill  alcoholic  is  competing  for 
general  hospital  beds  that  are  scarce  even  for  a great  number  of 
other  more  socially  acceptable  illnesses. 

The  phase  of  treatment  involving  rehabilitation  is  also 
plagued  by  a lack  of  adequate  facilities.  However,  Alcoholics 
Anonymous,  which  has  helped  more  alcoholics  to  date  than 
any  other  organization,  cannot  be  forgotten  here;  A. A.  can 
play  a very  large  role  in  rehabilitation  and  the  maintenance  of 
sobriety  by  the  alcoholic.  In  Toronto,  there  are  four  clinics 
that  provide  treatment  and  rehabilitation  services.  There  is  the 
private  Bell  Clinic;  the  Alcoholism  and  Drug  Addiction  Research 
Foundation  clinic  which  provides  an  in-patient  and  a day  care 
unit,  but  which  can  still  accommodate  only  a limited  number 
of  patients;  the  Salvation  Army’s  Harbor  Light;  and  the  Alex 
G.  Brown  Memorial  Clinic,  Mimico  Reformatory,  which  pro- 
vides treatment  for  alcoholic  inmates. 


Referring  a Patient 

The  phase  of  rehabilitation  is  complex  and  involves  the 
efforts  of  many  disciplines.  The  patient  is  now  being  seen  as 
an  individual  with  medical,  social,  psychological,  psychiatric, 
religious  and  spiritual  problems,  and  a team  composed  of 
representatives  from  these  fields  appears  to  be  the  best  way  of 
approaching  rehabilitation.  It  is  almost  inevitable  that,  at  some 
point  during  his  care  of  an  alcoholic  patient,  the  physician  must 
refer  him  to  one  of  the  agencies  that  exist  for  the  purpose  of 
rehabilitation. 

The  general  practitioner  who  knows  and  is  not  deterred  by 
the  difficulties  that  exist,  and  who  is  willing  to  treat  alcoholic 
patients,  may  find  this  to  be  a challenging  and  rewarding 
opportunity  in  a field  that  is  ignored  by  so  many.  M 
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The  Alcoholic  in  the  Ontario  Hospital 


by  B . H.  McNeel,  M.D* 

Jn  general,  the  only  specific  therapy  that  the  Ontario  Hospitals 
have  to  offer  alcoholic  patients,  in  addition  to  general  milieu 
therapy,  is  participation  in  Alcoholics  Anonymous  groups.  The 
hospitals  do  not  pretend  to  offer  much  more  than  enforced 
abstinence  and  custodial  care.  Unfortunately,  because  of  the  fact 
that  many  general  hospitals  decline  to  offer  anything  in  the  way 
of  a drying-out  process,  the  Ontario  Hospitals  also  have  to 
assume  this  function  from  time  to  time. 


Special  Treatment  Project 

This  statement  is  true,  generally,  for  most  of  our  hospitals, 
but  the  Ontario  Hospital  at  Kingston  has  been  the  locale  for  the 
development  of  an  aversion  conditioning  treatment  technique  as 
a special  project  of  the  Alcoholism  and  Drug  Addiction  Research 
Foundation  and  members  of  the  Department  of  Psychiatry, 
Queen’s  University.  Also,  it  should  be  noted  that  in  recent  years 
male  patients  admitted  to  the  Kingston  Ontario  Hospital  have 
been  assigned  to  a closely  supervised  program  which  places 
emphasis  on  education,  group  therapy  and  work  responsibility. 
In  outline,  the  essential  parts  of  this  latter  program  are  as 
follows: 

(1)  weekly  lectures  by  professional  staff  on  various  aspects  of 
alcoholism; 

(2)  group  therapy  sessions  bi-weekly; 

(3)  weekly  Alcoholics  Anonymous  meetings; 

(4)  occupational  therapy  one  afternoon  per  week,  with  emphasis 
on  active  sports; 


* Dr.  McNeel  is  Chief  of  the  Mental  Health  Branch,  Ontario  Department  of  Health. 
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(5)  work  therapy  — indoor  and  outdoor  employment,  under 
supervision,  at  all  other  times; 

(6)  a council  meeting  one  evening  each  week.  (This  feature  has 
not  operated  successfully  for  any  significant  period  because  it 
has  been  difficult  to  interest  patients  and  to  include  staff.) 
Various  aspects  of  the  Kingston  O.H.  program  have,  from 

time  to  time,  lapsed  for  a period  due  to  staff  changes.  At  the  very 
least,  this  program  facilitates  the  management  of  a large  group 
of  alcoholics  in  the  Ontario  Hospital  setting.  Following  a period 
of  treatment,  the  rehabilitation  of  suitable  candidates  is  usually 
undertaken  after  their  transfer  from  the  alcoholic  ward  to  a 
residential  setting. 

All  patients  admitted  for  alcoholism  to  the  Ontario  Hospital 
at  Kingston  are  considered  as  possible  candidates  for  the  new 
aversion  conditioning  treatment;  but  no  decision  is  made  about 
their  suitability  for  treatment  until  any  physical  ill-effects  of 
previous  intoxication  or  malnutrition  have  been  cleared  up.  At 
this  time,  an  investigation  of  cardiac  and  liver  function  is  made. 
If  both  the  heart  and  liver  are  normal,  the  patient  is  accepted  for 
the  conditioning  treatment.  At  present,  no  attempt  is  made  to 
support  the  conditioning  treatment  by  other  therapies.  The 
patient  is  given  an  outline  of  how  the  treatment  is  done,  and 
told  that  it  may  help  to  improve  his  chances  of  avoiding  alcohol 
when  he  leaves  the  hospital. 


The  Effects  of  Conditioning 

The  aversion  conditioning  treatment  is  carried  out  in  a 
specially  equipped  room  set  aside  for  this  purpose.  During  the 
treatment  session,  the  patient  lies  on  a stretcher.  He  is  asked  to 
handle  a bottle  of  his  usual  alcoholic  drink,  to  smell  and  taste  it. 
This  manoeuvre  is  repeated  several  times  until  the  patient 
becomes  accustomed  to  it.  Then,  he  is  given  an  intravenous 
injection  of  succinylcholine  chloride,  and  the  bottle  is  again 
presented  with  precise  timing  so  that  it  is  at  the  patient’s  lips 
when  a dramatic  muscular  paralysis  begins.  This  paralysis,  which 
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lasts  about  60  seconds,  prevents  the  patient  from  breathing.  The 
bottle  is  taken  away  before  he  begins  breathing  again. 

Immediately  after  this  experience,  the  patient  is  told  that  the 
treatment  is  over,  and  he  is  asked  to  handle  the  bottle  again. 
There  is  a marked  variation  in  the  reactions  of  patients  — some 
show  signs  of  shock,  others  say  they  will  never  drink  again,  and 
still  others  show  no  particular  discomfort.  These  differences  in 
immediate  behavior  do  not  seem  to  have  any  consistent  relation- 
ship to  the  results  of  the  treatment  shown  by  the  patient  when 
he  leaves  the  hospital. 

It  is  too  soon  to  say  if  this  treatment  is  effective.  What  can 
be  said  is  that  many  of  the  patients  who  leave  hospital  after 
treatment  say  that  they  now  feel  very  differently  about  drinking, 
or  that  they  have  had  to  switch  their  drinks,  or  that  they  no 
longer  drink  as  much.  So  far,  about  100  patients  have  been 
treated.  Each  patient  is  being  followed  with  some  care,  and  in 
about  a year’s  time,  it  should  be  possible  to  make  a definite 
assessment  of  this  treatment.  ■ 


The  Role  of  the  Public  Health  Nurse 
With  the  Alcoholic  and  his  Family 


by  Alice  G.  Nicolle,  R.N.,  P.H.N.,  B.Sc* 
lcoholism  or  problem  drinking  is  not  a new  problem  for  the 


M x public  health  nurse.  On  the  contrary,  in  many  families  it 
has  been  a chronic  condition  for  which,  until  recently,  the  public 
health  nurse  has  seen  no  relief  and  no  solution.  This  excessive 
use  of  alcohol  by  a parent  has  been  one  of  the  greatest  obstacles 
to  progress  in  helping  a family  to  a more  healthful  way  of  life. 
Many  “multi-problem”  families  include  alcohol  as  one,  if  not  the 


* Miss  Nicolle  is  Educational  Supervisor,  Public  Health  Nursing,  Ontario  Depart- 
ment of  Health. 
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whole  cause  of  their  difficulties.  In  some  way,  children  in  these 
homes  must  be  helped  to  achieve  their  right  to  some  measure  of 
equality  and  to  have  an  opportunity  on  which  to  build  or  rebuild 
their  lives. 

If,  as  it  seems  likely  from  the  reports  of  research  and  clinical 
workers,  that  alcoholism  can  be  controlled,  that  the  alcoholic  can 
recover  and  again  become  a productive  and  valuable  citizen,  and 
that  hidden  aspects  of  alcoholism  can  be  recognized  and  pre- 
vented, it  seems  timely  to  ask  how  the  public  health  nurse  can 
function  most  effectively  as  a member  of  one  of  the  helping  pro- 
fessions to  aid  the  alcoholic  and  his  family,  and  what  in  her 
preparation  and  health  work  is  conducive  to  the  development  of 
the  necessary  skills. 

“Alcoholism  is  a complex  illness”.  The  public  health  nurse  is 
primarily  prepared,  as  a nurse  to  understand  and  to  care  for 
those  who  are  ill.  Her  education  for,  and  experience  in  public 
health  nursing  has  also  prepared  her  to  work  with  the  family  — 
the  group  in  which  alcohol  is  of  primary  concern  to  all  members. 
Her  function  is  to  help  the  various  age  groups  understand,  value 
and  maintain  good  health  as  a basis  for  a happier  family  life,  and 
to  know  and  use  community  resources.  As  a health  worker,  she 
is  sensitive  to  deviations  from  normal  in  the  areas  of  emotional, 
mental  and  social  as  well  as  physical  health.  As  a health  coun- 
sellor and  teacher,  she  also  has  leadership  responsibilities  for 
health  education  in  the  community. 


Helping  the  Family 

In  spite  of  the  disturbing,  often  devastating  effects  of  problem 
drinking,  particularly  on  the  development  of  children  — or  per- 
haps because  of  it  — the  public  health  nurse  continues  to  work 
with  the  family,  mainly  with  the  mother  and  the  children,  in  the 
home  and  the  child  health  centre,  with  teachers  and  children  in 
school,  with  fathers  and  sons  in  industrial  health  services,  and  in 
home  care  of  the  sick.  In  all  her  contacts,  the  family  is  helped  to 
make  the  most  of  what  can  be  termed  normal  in  their  way  of 
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life,  and  to  build  on  that.  Because  of  this  primary  concern  with 
what  is  normal  in  situations  confronting  the  family,  conscious  or 
unconscious  defenses  in  any  member  of  the  family  that  delay  a 
trusting  relationship  are  less  likely  to  arise. 

Community  understanding  has  not  always  supported  the 
public  health  nurse’s  efforts  to  be  constructive  and  non-judgmental 
where  these  families  have  been  concerned.  Yet  her  health 
approach  to  the  situation  has  been  an  asset.  This  positive  approach 
seems  to  be  accepted  as  inherent  in  health  work.  It  sets  a climate 
that  makes  it  possible  for  her  to  help  the  family  to  help  them- 
selves, slowly  but  surely,  to  a healthier  way  of  life,  whatever  their 
status,  environment,  behavior,  or  apparent  lack  of  a goal.  In 
each  approach,  she  must  begin  where  they  are,  accept  and  believe 
in  them,  try  to  understand  the  why  of  their  needs,  and  with 
many,  go  one  step  at  a time,  often  over  many  years,  particularly 
where  there  are  children. 


Why  She  Is  Accepted 

The  unique  opportunity  for  the  public  health  nurse  — and 
the  most  normal  — - is  the  work  done  with  parents  (and  often 
children)  during  and  after  the  advent  of  a new  baby  in  the 
family.  It  is  always  a period  of  expectancy,  a new  beginning, 
and  a time  for  change  that,  with  skill,  can  be  used  to  encourage 
a measure  of  progress  for  all  members.  Both  the  family  and  the 
community  seem  to  accept,  with  equanimity,  the  nurse’s  presence 
and  her  continuity  of  contact  during  this  period  as  being  natural. 
It  is  perhaps  within  this  framework  of  acceptance  that  she 
can  best  play  her  role  as  one  of  the  team  of  workers  needed 
to  help  both  the  family  and  the  problem  drinker.  In  just  such  a 
contact,  a public  health  nurse  visiting  Mrs.  Y whose  drinking 
habits  she  knew  of,  but  had  never  mentioned,  noted  her  confused 
state  and  quietly  said  “I  think  you  are  having  trouble.  Could  I 
help  you?”  — and  the  reply  “I  am  having  a lot  of  trouble.  Can 
I talk  to  you  about  it?”  led  to  hospitalization  and  treatment. 

In  her  daily  contacts  with  the  members  of  a family  in  a city 
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or  rural  area,  the  public  health  nurse  not  only  sees  their  dif- 
ficulties as  they  attempt  to  cope  with  life  but  her  function,  as 
health  counsellor,  is  to  help  them  to  cope  with  living;  and  when 
minor  difficulties  arise  to  meet  them,  or  to  seek  other  assistance. 
Continuity  has  often  been  her  main  asset  in  helping  the  family 
to  understand,  and  sometimes  to  eliminate,  the  reason  for  an 
emotional  problem  that  is  interfering  with  the  progress  of  a child 
in  school.  The  following  case  is  an  example  of  this: 

The  M family’s  young  child  John  was  having  problems  in 
school  that  persisted  in  spite  of  his  attendance  at  a mental 
health  clinic.  After  several  visits,  Mrs.  M said,  “John’s 
problem  is  his  father’s  drinking”.  She  accepted  referral 
to  the  wives  group  at  the  Addiction  Research  Foundation 
where  she  received  counselling  and  support,  and  she  has 
gradually  learned  to  cope  with  her  husband’s  problem 
and  her  son’s  difficulties.  The  public  health  nurse  was  also 
able  to  help  Mr.  M accept  assistance  from  Alcoholics 
Anonymous. 


Prevention  Begins  with  Education 

Health  work  with  adolescents  in  secondary  schools  has  long 
proved  a productive  area  for  preventive  work.  As  the  leaders 
and  parents  of  tomorrow,  adolescents  need  to  be  helped  to  cope 
with  life  today.  In  a counselling  interview  related  to  health  and 
concern  about  achievement,  the  overtones  of  family  life  can 
frequently  be  heard;  and  the  answer  to  the  problem  found  in  the 
home: 

Mrs.  Z’s  desperate  appeal  to  the  public  health  nurse  for 
help  with  her  husband’s  drinking  problem  also  uncovered 
the  fact  that  “only  she  and  her  children  at  home  were 
aware  of  his  heavy  drinking  late  at  night,  before  retiring”. 

In  subsequent  visits,  in  which  she  “felt  she  had  done  all 
the  wrong  things”,  Mrs.  Z accepted  the  idea  of  attending 
the  Addiction  Research  Foundation  Clinic  where  a social 
worker  guided  her  in  her  approach  to  help  her  husband 
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seek  assistance.  Three  months  later  he  had  made  his  first 
appointment. 

It  may  be  in  these  areas  of  prevention  that  health  workers  in 
the  community  can  contribute,  not  only  to  the  family  of  the 
alcoholic,  but  to  other  families  and  individuals  who,  with  a better 
understanding  of  how  to  cope  with  life’s  obstacles,  may  also 
learn  to  cope  with  alcohol  itself. 


Shoring  Knowledge  with  Others 

There  are  many  gaps  in  health  work  with  families  that  can 
only  be  bridged  by  the  skills  of  others  in  related  fields  — the 
family  physician  and  the  psychiatrist,  the  social  worker,  teachers 
and  others.  Perhaps  the  reverse  is  also  true:  the  public  health 
nurse  can  fill  the  gap  unfilled  by  other  disciplines,  so  that  the 
needs  of  people  will  be  met. 

If  public  health  nurses  are  to  work  with  some  measure  of 
success  with  the  family  of  the  alcoholic,  and  to  see  the  oppor- 
tunities for  prevention  in  other  areas  of  their  work,  then  they 
have  an  urgent  need  for  current  knowledge  in  this  field,  for  the 
findings  of  research  workers  and  other  specialists  who  work 
more  directly  with  patients  and  their  families  in  research  centres 
and  clinics.  They  will  need  to  understand  and  accept  the  drinking 
patterns  that  are  part  of  custom  in  many  cultures.  Most  im- 
portant of  all,  each  public  health  nurse  must  understand  her  own 
feelings  about  alcohol  and  its  possible  consequences. 

In  January  of  1962,  the  staff  of  the  Public  Health  Nursing 
Branch,  Ontario  Department  of  Health,  was  invited  to  meet  the 
staff  of  the  Addiction  Research  Foundation  Clinic  in  Toronto.  It 
is  mainly  due  to  this  opportunity  to  understand  each  other’s 
function  that  public  health  nursing  supervisors  and  staff  nurses 
have  begun  seriously  to  consider  what  their  role  might  be  in  the 
work  with  the  family  of  the  alcoholic. 

An  old  Chinese  proverb  says  “The  journey  of  a thousand 
miles  begins  with  the  first  step”.  Public  health  nurses  are  taking 
that  first  step.  ■ 
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A Community  Coordinates  its  Efforts 
To  Cope  with  the  Problem  of  Alcoholism 


by  William  A.  McClure , B.A.,  B.S.W.* 

' I she  City  of  Cornwall  is  one  community  that  is  attempting  to 
■**  work  out  a more  effective  system  of  coping  with  the  problem 
of  alcoholism,  and  staff  members  of  the  Ottawa  Regional  Centre 
of  the  Addiction  Research  Foundation  have  been  working  with 
this  community  to  help  existing  agencies  offer  a better  service 
to  alcoholics  and  their  families. 

The  local  pivot  point  in  this  activity  has  been  the  interest 
and  coordinating  action  of  the  Cornwall  Family  Service  Bureau. 
The  Board  and  staff  of  this  small  agency  have  provided  real 
leadership  in  accepting  responsibility  for  helping  alcoholics.  As 
a result  of  its  efforts,  the  Family  Service  Bureau  has  been  able 
to  interest  the  major  industrial  concern  in  the  city  to  enquire 
about  alcoholism  programs  in  industry;  and  in  turn,  another 
major  employer  has  become  interested  and  is  prepared  to 
develop  a policy  statement  and  program  on  alcoholism;  a union 
president  is  interested  in  examining  how  his  group  can  assist 
alcoholic  members;  one  of  the  local  hospitals  will  now  include 
instruction  about  alcohol  problems  in  its  curriculum  for  student 
nurses;  and  a group  of  four  clergymen  are  meeting  regularly  to 
look  at  their  role  in  assisting  alcoholics. 


A Consultation  Service 

The  Cornwall  Family  Service  Bureau  is  capitalizing  on  every 
opportunity  to  interest  community  groups  in  examining  the 


• Mr.  McClure  is  supervisor  of  education  at  the  Ottawa  Regional  Centre  of  the 

Alcoholism  and  Drug  Addiction  Research  Foundation.  He  developed  the  idea 
of  consultation  between  a specialized  alcoholism  agency  and  community  agencies 
in  the  treatment  of  alcoholism. 
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problems  of  alcohol.  Interested  groups  are  then  provided  with 
consultation  and  education  programs  by  the  Ottawa  Regional 
Centre  staff.  Other  agencies  which  utilize  the  services  of  the 
Regional  Centre  include  the  Provincial  Probation  Service,  the 
Children’s  Aid  Society,  and  the  Public  Health  Unit.  Each  of 
these  agencies  is  accepting  some  responsibility  for  the  alcoholics 
it  sees.  The  following  case  examples  illustrate  how,  in  Cornwall, 
community  agencies  and  individuals  are  trying  to  work  together 
to  assist  alcoholics. 


Three  Examples 

CASE  #1.  A local  industry  consulted  a social  agency  about 
an  employee  who  had  an  alcohol  problem.  Management 
was  about  to  dismiss  the  man  but  wondered  if  there 
wasn’t  something  more  constructive  that  could  be  done. 
The  agency  suggested  that  the  man  be  given  time  off  to 
see  them;  and  if  they  felt  he  did  have  an  alcohol  problem, 
that  he  be  referred  back  to  them  on  condition  that  he  get 
help  or  lose  his  job.  Union  was  brought  in  and  was 
agreeable  to  this  plan.  The  agency  consulted  with  the 
Ottawa  Regional  Centre  staff  about  the  case,  and  a treat- 
ment plan  utilizing  A.A.  was  outlined.  The  employee 
has  improved  sufficiently  to  retain  his  job  and  make  use 
of  some  of  the  help  offered  him. 


CASE  #2.  A local  clergyman  consulted  with  the  Regional 
Centre  staff  regarding  a parishioner  who  had  a problem 
with  alcohol.  The  man  was  seen  by  the  Regional  Centre 
staff  on  a consultative  basis  every  two  weeks,  and  the 
clergyman  remained  active  in  his  pastoral  role  with  the 
parishioner  and  his  wife.  A.A.  attendance  was  encour- 
aged by  both  clergyman  and  clinician.  Continued  liaison 
between  the  man,  his  wife,  their  pastor,  A.A.,  and  the 
clinic,  has  resulted  in  satisfaction  for  all  concerned. 
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CASE  #3.  A magistrate  asked  for  a pre-sentence  report  on 
a man  convicted  of  theft.  In  his  request,  he  suggested  that 
the  man’s  drinking  problem  be  examined.  The  probation 
officer  felt  that  an  expert  opinion  would  be  helpful,  and 
asked  the  man  to  travel  on  his  own  to  the  Regional  clinic 
for  such  an  evaluation.  He  did  so,  and  a report  was  sent 
to  the  court,  proposing  that  if  the  court  decided  on 
probation,  that  help  for  the  man  in  A. A.  be  strongly  urged 
by  the  supervising  probation  officer.  The  man  now  has 
several  months  sobriety  through  A. A.  and  the  assistance 
of  the  supervising  probation  officer. 

These  brief  examples  point  up  two  important  aspects  of  the 
community  centred  approach.  First,  if  local  agencies  are  willing 
to  accept  their  responsibilities  in  working  with  alcoholics, 
many  will  respond  to  such  concern.  Secondly,  the  maximum 
benefit  in  the  community  effort  develops  from  continued  coopera- 
tion between  local  agencies  and  specialist  services  rather  than 
simply  referring  cases  one  to  another.  The  acceptance  of 
responsibility,  and  the  use  of  specialist  services  on  a consulta- 
tive basis,  results  in  the  gradual  enhancement  of  local  treatment 
and  rehabilitation  resources.  Needs  for  services  for  alcoholics 
in  Cornwall  can  thus  be  more  clearly  defined  on  the  basis  of 
gaps  in  local  resources,  rather  than  on  the  basis  of  one  agency 
wanting  another  to  take  over  the  problem. 


Filling  in  the  Gaps 

Cornwall  has  far  from  solved  its  problem  in  relation  to  the 
alcoholic;  but  it  has  made  significant  steps  in  the  direction  of 
examining  what  the  problem  is,  and  taking  what  collective 
responsibility  it  can,  for  doing  something.  Without  doubt,  many 
obvious  gaps  in  service  will  be  identified.  It  is  to  be  hoped  that 
an  informed,  concerned  community  can  then  look  at  what  can 
be  done  to  fill  these  gaps.  The  most  significant  phase  of  this 
activity  is  the  amount  of  genuine  concern  people  are  showing 
about  this  problem.  Change  results  from  such  concern.  ■ 
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A Family  Service  Bureau's  Experience 
With  Alcoholics  in  the  Community 


by  W.  D.  Colin  McEachern,  B.A.,  M.S.W* 

Tn  most  communities,  there  is  a variety  of  agencies  concerned 
A with  health  and  welfare.  Some  programs  are  directed  to  a 
variety  of  people  with  many  needs;  others  are  more  specialized. 
Increased  specialization,  and  the  appearance  of  new  services 
directed  to  specific  problems,  has  led  some  of  the  older,  less 
specialized  agencies  to  review  their  places  in  the  emerging 
pattern  of  services. 

The  private  family  agency,  which  is  found  in  most  medium 
sized  and  large  cities  in  Canada,  continues  to  deal  with  people 
who  have  a great  variety  of  social  needs  and  social  problems. 
Its  object  is  to  strengthen  family  life  through  the  prevention  and 
treatment  of  family  problems,  having  concern  not  only  for  the 
troubled  person  but  for  his  family.  These  agencies  assist  people 
to  cope  with  interpersonal  relationships,  environmental  diffi- 
culties, or  a combination  of  both.  Marital  difficulties  (such  as 
serious  quarrelling  or  extra-marital  relationships),  difficulties 
between  parents  and  children  (especially  older  children),  and 
financial  difficulties  (often  due  to  the  necessity  for  a family 
to  live  on  a marginal  income),  are  the  stock  and  trade  of  the 
family  agency. 


Specialized  Services 

Service  to  people  with  these  and  other  related  problems, 
consists  of  a staff  of  social  workers  giving  counsel,  guidance, 
advice,  information  and  material  aid.  This  method  of  providing 
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services  is  called  social  casework  and  is  often  enhanced  by  the 
use  of  psychiatric  or  psychological  assessment.  In  addition, 
some  agencies  are  using  group  techniques  and  educational 
methods  as  well. 

Family  agencies,  many  of  which  have  been  in  operation 
for  over  50  years,  have  generally  welcomed  the  advent  of  the 
specialized  services.  Psychiatric  departments  in  general  hospitals, 
child  guidance  clinics,  the  preventive  programs  of  public  health 
departments  and  private  health  care  agencies,  and  special  services 
for  the  discharged  prisoner  — to  list  just  a few  — have  been 
regarded  as  additional  resources  which  the  family  agency  could 
call  upon  when  working  with  troubled  families.  Interestingly 
enough,  the  advent  of  these  services  has  not  as  yet  detracted 
from  the  variety  or  complexity  of  the  problems  that  confront 
the  family  agency.  In  health  and  welfare  programs,  as  well  as 
in  medical  care,  there  seems  to  be  a demand  for  the  general 
practitioner. 


Alcoholism  and  the  Family  Agency 

The  establishment  of  the  Alcoholism  and  Drug  Addiction 
Research  Foundation,  and  the  development  of  its  very  fine 
clinic  in  London,  was  certainly  welcomed  by  our  Family  Service 
Bureau.  We  have  not,  however,  stopped  encountering  the 
excessive  use  and  abuse  of  alcohol  as  a serious  problem  — 
among  many  serious  problems  — besetting  our  clients  and  their 
families.  Cases  in  which  alcohol  is  to  some  extent  a problem 
account  for  about  20  per  cent  of  our  caseload  at  any  one  time. 

In  our  agency,  we  see  alcoholism  (using  this  term  descrip- 
tively, rather  than  diagnostically)  in  two  forms.  First,  there  is 
the  person  who  uses  alcohol  excessively,  and  where  there  is 
some  disruption  — usually  of  a transitory  or  sporadic  nature  — 
in  the  family.  Control  over  drinking  has  not  been  entirely  lost. 
The  problem  of  alcohol  is  likely  to  be  one  of  a constellation  of 
problems,  and  is  not  necessarily  at  the  centre  of  this  constellation. 
Take,  for  example,  the  following  case: 
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The  M.’s  marriage  relationship  was  quite  unsatis- 
factory. This  led  to  constant  nagging  on  Mrs.  M.’s  part, 
and  to  staying  away  from  home  as  much  as  possible  on 
Mr.  M.’s  part.  She  complained  bitterly  about  his  beer 
drinking.  He  denied  a problem,  but  described  his  con- 
sumption of  alcohol,  in  detail,  quite  freely.  The  fact  that 
Mrs.  M.  and  her  family  were  total  abstainers,  while  Mr. 
M.  worked  with  a group  of  men  who  were  insulted  if 
anyone  refused  to  join  the  ritual  of  drinking  beer  after 
work,  could  not  be  overlooked.  Improvement  of  the 
marriage  relationship  made  some  compromise  possible; 
and  the  use  of  alcohol,  although  the  pattern  did  not  alter 
very  much,  ceased  to  be  so  large  an  issue. 


The  Classical  Alcoholic 

Secondly,  there  is  the  person  who  habitually  uses  alcohol 
to  excess  and  who  has  practically  lost  control  in  favor  of  a 
growing  addiction,  that  is,  the  classical  alcoholic.  In  such 
cases,  family  life  is  seriously  affected,  and  the  use  of  alcohol  is  a 
basic  cause  of  the  chronic  disruption  and  the  resulting  permanent 
damage  to  the  family.  The  agency’s  role  with  these  families, 
particularly  when  the  alcoholic  has  left  the  family,  is  one  of  long 
term  rehabilitation  through  work  with  the  other  members  in 
the  family.  The  case  of  the  S.  family  is  an  example  of  this: 

The  S.  family  become  known  to  the  agency  10  years 
ago  when  Mr.  S.  was  charged  with  non-support.  Mrs. 

S.  described  him  as  an  alcoholic,  and  told  of  the  many 
hardships  and  stresses  which  the  family  had  experienced. 
Three  years  later,  under  pressure  from  Mrs.  S.  and  an 
older  child  who  were  strongly  supported  by  the  agency, 

Mr.  S.  left  the  family.  During  the  next  few  years,  our 
role  involved  repairing  the  damage  wrought  by  Mr.  S., 
and  assisting  Mrs.  S.  and  the  children,  with  a great  deal 
of  practical  advice  and  encouragement,  to  improve  their 
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outlook  and  their  standard  of  living  and  to  realize  some 
of  their  hopes. 

Our  method  of  dealing  with  families  in  which  alcohol  is  a 
problem,  is  substantially  the  same  as  with  families  who  have 
other  problems.  Our  attitude,  basically,  is  that  the  excessive  use 
of  alcohol  is  probably  symptomatic  of  some  disturbance  or  dis- 
satisfaction in  relationships,  or  some  psychological  or  emotional 
conflict.  But,  then,  so  is  serious  quarrelling  between  marital 
partners,  sex  deviation  and  psychosomatic  illness.  We  don’t 
treat  alcoholism,  sex  deviation  or  psychosomatic  illness,  but  we 
do  try  to  involve  people  who  have  milder  manifestations  of  these 
disorders  in  working  out  more  satisfactory  relationships,  in 
resolving  some  of  their  conflicts,  and  in  gaining  a measure  of 
relief  from  their  symptoms. 

Through  careful  interviewing,  our  approach  is  to  study  the 
individual  in  his  present  situation  (a  psychosocial  assessment); 
to  evaluate,  with  him,  his  personal  resources  and  other  resources 
for  coping  with  his  problems;  to  assist  him  in  making  decisions; 
and  to  support  him  in  a reasonable  course  of  action.  When 
problem  drinking  is  of  concern  in  a marital  counselling  case, 
for  example,  it  is  usually  necessary  to  go  into  the  history  of  the 
use  of  alcohol,  the  attitude  of  the  marital  partners  to  this  use, 
and  their  background  of  experience.  Then,  we  must  deal  with 
the  significance  of  the  use  of  alcohol  in  the  current  situation. 


Consulting  with  Other  Agencies 

We  are  fortunate  in  having  expert  consultation  on  alcoholism 
available  from  the  Addiction  Research  Foundation  clinic  in 
London.  This  consultation  is  used  in  two  ways.  First,  it  is 
possible  to  have  inter-agency  staff  meetings  with  the  clinic  so 
that  our  staff  can  develop  a sound  orientation  to  the  problem 
of  alcoholism.  Secondly,  it  is  possible  for  a social  worker,  when 
confronted  with  an  alcohol  problem  in  families  with  whom  he  is 
working,  to  get  advice  from  the  clinic  staff  on  the  nature  and 
extent  of  the  existing  problem.  This  is  particularly  important 
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when  the  drinking  pattern  and  its  effects  point  toward  specific 
treatment  under  medical  direction. 

Our  experience  in  dealing  with  alcoholism,  while  not  ex- 
tensive, is  sufficient  to  warrant  some  conclusions.  The  focus  on 
inter-relationships  tends  to  put  the  problem  of  the  use  of 
alcohol  in  perspective.  In  cases  where  addiction  gradually 
increases  over  a long  period  of  time,  the  question  of  cause  and 
effect  is  just  not  answerable  in  simple  terms.  As  the  alcoholic 
brings  more  stress  to  the  family,  other  members  in  their  re- 
actions to  this  stress  put  more  pressure  on  the  alcoholic.  How- 
ever, it  does  appear  that  insofar  as  personal  and  social 
relationships  in  the  family  can  be  improved,  the  use  of  alcohol 
can  be  modified.  This  is  not  a cure.  But  then,  in  the  type  of 
problem  drinking  we  encounter  so  frequently,  do  we  really  have 
a disease?  No  one  should  overlook  the  matter  of  a person’s  will, 
or  his  capacity  to  choose  whether  or  not  he  is  going  to  over- 
indulge. The  majority  of  our  clients  — including  those  for 
whom  alcohol  is  a problem  — are  people  in  charge  of  their  own 
affairs,  and  they  are  only  partially  caught  up  in  a predetermined 
course  of  events  over  which  they  have  no  control.  This  results, 
then,  in  our  agency  and  possibly  other  community  agencies 
concentrating  on  the  excessive  use  of  alcohol  and  its  ramifica- 
tions in  the  family,  rather  than  on  the  causes  of  addiction  and 
its  treatment  as  is  the  case  with  the  specialized  treatment  clinics. 


A Community  Partnership 

It  would  be  unfortunate  in  relation  to  alcoholism  — or  to 
other  health  and  social  problems,  for  that  matter  — if  com- 
munity agencies  took  the  view  that  the  presence  of  a particular 
problem  (for  example,  in  the  use  of  alcohol)  automatically 
indicated  referral  to  a specialized  agency  (such  as  a clinic  for 
alcoholics).  It  would  be  equally  unfortunate  if  the  specialized 
agency,  where  presumably  there  is  special  knowledge  and 
exemplary  treatment,  was  unable  to  assist  the  community 
agency  in  making  sound  judgments  regarding  the  more  serious 


[38] 


cases  where  specialized  treatment  is  required,  and  provide  that 
treatment.  Alcoholism  in  its  several  manifestations  is  extensive. 
There  is  no  one  answer  on  how  to  reduce  it  or  to  eradicate  its 
effects.  Surely  a partnership  is  required  among  all  agencies 
having  an  essential  service  to  offer.  ■ 


How  the  Minister  Can  Help 
In  the  Treatment  of  Alcoholism 

by  Rev.  Murray  S.  J.  Ford , M.A.* 


r'Phe  pastoral  relationship  frequently  opens  doors  of  service  to 
a minister  through  which  he  will  enter  both  in  hope  and  in 
fear.  Experience  teaches  us  to  anticipate  a multi-sided  situation 
whenever  addiction-related  problems  appear.  If  the  pastor  is  a 
man  of  deep  perception  and  if  he  has  built  firmly  the  bridges  of 
communication  with  his  people,  he  will  be  among  the  first 
persons  in  the  community  to  sense  a problem.  If  he  allows  the 
persons  with  whom  he  comes  in  contact  to  bare  their  souls,  he 
may  become  to  them  a ray  of  light  in  a dark,  foreboding  and 
threatening  darkness. 


We  Must  Not  Judge 

At  the  outset,  let  us  remember  that  the  most  effective  work 
in  this  area  of  the  minister’s  responsibility  is  done  against  the 
background  of,  and  within  the  context  of,  interpersonal 
relationships.  The  minister  must  be  capable  of  opening  his 
heart  to  receive,  and  yet  must  not  appear  to  stand  as  a harsh 


* Mr.  Ford  is  presently  a lecturer  in  practical  theology  at  McMaster  Divinity 
College,  Hamilton.  Prior  to  this,  he  spent  six  years  in  Toronto  as  minister  at 
Park  Road  and  Yorkminster  Park  Baptist  Churches. 
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judge  or  as  one  who  condemns.  I think  every  young  minister 
learns  to  his  own  horror,  that  even  when  he  thinks  himself  to 
be  most  non-judgmental,  he  sometimes  can  communicate  judg- 
ment to  a sensitive  alcoholic  who  is  looking  for  every  tone 
change  or  facial  expression  into  which  he  reads  his  own  meaning. 
I encountered  a young  medical  student  in  the  early  days  of  my 
preparation  for  the  ministry,  and  I was  confident  that  I had 
accepted  him  as  a “Child  of  God”  to  whom  I could  mediate  love 
and  concern.  To  my  surprise,  he  ferreted  out  of  my  inexperienced 
approach  an  impression  of  condemnation.  I found  that  I could 
no  longer  be  of  help  to  him. 


The  Fellowship  of  the  Church 

Not  only  does  the  minister  depend  upon  the  relationship  he 
has  with  the  persons  he  encounters,  but  he  also  receives  strength 
from  the  corporate  fellowship  which  is  the  Church.  The  use  of 
such  phrases  as  “the  sustained  and  the  sustaining  fellowship” 
remind  us  that  the  Body  of  Christ  is  the  divinely  appointed 
vehicle  of  God’s  revelation,  and  that  the  minister  serves  on 
behalf  of  God’s  people.  With  this  confidence,  he  falls  back  upon 
the  Church  which  will  share  with  him,  in  the  deepest  sense,  the 
sustaining  fellowship.  Sometimes  the  minister  will  find  that  his 
first  task  upon  coming  into  a new  congregation  will  be  to 
prepare  his  people  for  the  role  they  can  and  should  play  in  being 
this  kind  of  church.  It  is  not  every  church  that  is  prepared  to 
accept  the  alcoholic  with  all  of  his  problems,  and  to  be  to  him 
the  fellowship  of  the  concerned. 

I was  never  prouder  of  a group  of  people  than  I was  of  a 
young  adult  group  in  one  church  I served.  A female  member 
of  the  church  had  become  an  alcoholic  and  had  just  returned  to 
the  community  after  seeking  treatment  outside  the  area.  Upon 
her  entrance  into  that  group,  she  was  surrounded  by  a display  of 
genuine  friendship  and  fellowship  that  helped  her  and  the 
minister  in  the  long  days  of  battle  which  were  ahead.  Never 
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once  did  the  group  fail  in  its  duty;  sometimes  the  cost  of  its 
service  was  rather  high. 

The  minister  will  need  to  be  reminded  over  and  over  again 
that  there  is  no  one  easy  answer  for  the  alcoholic,  and  he  must 
not  allow  himself  to  think  that  his  problems  have  ever  reached 
conclusive  solutions.  My  path  has  crossed  that  of  an  alcoholic 
friend  on  literally  dozens  of  occasions  in  the  past  20  years.  I 
knew  him  in  the  armed  services,  and  he  has  sought  me  out  at 
various  times  in  the  intervening  years  for  what  counsel  I could 
give  him.  The  history  of  this  man  is  so  chequered  as  to  bring 
one  to  despair  of  real  progress;  yet  he  has  had  prolonged  periods 
of  sobriety  when  he  has  taken  his  place  as  a whole,  responsible 
citizen  of  his  community. 

Neither  is  there  any  hope  of  taking  what  appeared  as  a 
solution  for  one  person  and  applying  it  to  another.  I encoun- 
tered an  alcoholic  on  one  occasion  in  a visitation  program  and 
found  an  attitude  of  scorn  and  mistrust  for  the  minister.  My 
predecessor  had  quite  successfully  communicated  the  traditional 
authoritative,  judgmental  attitudes  to  this  person  and  I “followed 
in  his  train”.  This  was  no  apostolic  succession!  It  took  almost 
a year  before  I came  to  any  kind  of  a breakthrough,  and  this 
came  about,  through  the  help  of  a psychiatrist,  at  a particularly 
low  point  in  the  alcoholic’s  experience.  Once  a more  genuine 
rapport  was  established,  we  were  able  to  face  up  to  the  real 
problem  and  begin  to  look  at  ourselves  in  a new  light.  The 
hedges  and  evasions  became  fewer  — the  rationalizations  were 
dropped,  and  real  progress  was  made.  Here  again,  a progress 
graph  would  have  shown  a rather  erratic  pattern  as  it  moved 
relentlessly  across  and  painfully  upward;  but  it  did  move  up,  and 
tangible  benefits  began  to  multiply. 


A.A.  and  the  Church 

The  presence  of  an  Alcoholics  Anonymous  group  in  one’s 
church  seems  to  do  more  than  a lot  of  formal  scheduling  of 
counselling  sessions  to  convey  to  the  alcoholic  the  genuine 
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concern  of  the  Church.  As  the  alcoholic  comes  to  seek  the 
strength  of  his  A.A.  group,  he  comes  to  sense  that  the  minister 
is  one  who  really  knows  what  he  is  up  against  and  is  really 
concerned  to  help.  By  being  available  at  the  expected  times, 
and  at  the  unexpected,  the  minister  can  broaden  the  base  of 
his  service  and  move  with  a greater  freedom  to  exercise  his 
ministry.  In  most  instances,  it  has  been  my  experience  that  the 
alcoholic  needs  more  than  the  Church  to  help  him  with  his 
alcoholism.  He  needs  the  proven  experience  of  a specialized 
treatment  agency  for  alcoholism,  or  a chapter  of  A.A. 

Perhaps  it  does  not  need  saying,  but  I think  it  well  to 
remind  ourselves  of  that  which  we  know.  Whenever  we  make 
referrals,  it  is  wise  to  follow  the  alcoholic  with  our  continued 
interest  and  concern.  We  give  him  the  assurance  that  the  Church 
has  not  wiped  its  hands  clean  and  sent  him  off  to  others  more 
willing  to  help.  We  do  not  absolve  ourselves  of  responsibility 
by  a referral  to  a treatment  agency;  rather,  we  invite  others  to 
form  a team  which,  with  us,  will  work  effectively  to  bring 
healing  and  restoration  to  the  alcoholic.  In  other  words,  the 
practice  of  referral  does  not  provide  a respite,  but  only  a 
change  of  venue.  E 


The  Approach  of  One  Large  Industry 
To  the  Treatment  of  Alcoholism 

by  D.  K.  Grant,  B.Sc.,  M.D. * 

nphe  incidence  of  alcoholism  in  industry  appears  to  exceed 
■**  that  of  the  community  at  large  because  of  the  select  adult 
group  involved  in  industry,  its  consistent  income,  and  the 
various  stresses  inherent  in  the  industrial  environment.  In  most 

* Eh*.  Grant  is  Director  of  Medical  Services  for  the  Hydro-Electric  Power 

Commission  of  Ontario. 
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industries,  the  true  picture  is  obscured  because  cases  of  problem 
drinking  and  alcoholism  are  hidden  by  supervisors  and  other 
employees  who  want  to  protect  a fellow  worker,  or  even  by  a 
management  which  is  reluctant  to  tarnish  the  “corporate  image.” 
Those  industries  which  have  Occupational  Health  Services  are 
more  likely  to  recognize  the  extent  of  their  alcoholism  problem, 
and  to  deal  with  it  adequately. 

A statement  by  the  management  of  an  industry  of  their 
belief  that  alcoholism  is  a disease  or  an  illness  requiring  medical 
treatment,  rather  than  a wholly  disciplinary  problem  subject  to 
punishment  which  may  include  discharge,  will  encourage  in- 
dividuals who  do  have  a problem  with  alcohol  to  come  forward 
for  assistance  and  treatment.  In  the  Hydro-Electric  Power 
Commission  of  Ontario,  an  industry  with  some  15,000  em- 
ployees, a statement  of  this  kind  has  assisted  greatly  in  case 
finding.  Supervisors  and  fellow  employees  are  encouraging 
individuals  who  are  apparent  or  suspected  problem  drinkers  or 
alcoholics  to  obtain  adequate  medical  investigation,  advice  and 
treatment  from  their  family  physician,  or  from  the  Medical 
Service  at  work.  We  believe  that  in  time,  with  more  cases 
coming  forward,  we  will  begin  to  see  problem  drinkers  in  earlier 
stages,  before  their  alcoholism  has  progressed  to  a critical  stage. 
There  is  some  evidence  of  this  already,  even  though  the  program 
has  been  under  way  less  than  two  years.  This  earlier  case  finding, 
as  is  the  case  with  any  disease  condition,  would  permit  more 
effective  therapy. 


The  Role  of  Medical  Services 

Once  the  employee  is  convinced  that  he  should  seek  advice 
and  treatment  there  has  been  little  or  no  reluctance  on  his  part 
to  consult  our  Medical  Service.  Over  the  years,  we  believe 
we  have  established  a reputation  with  our  employees  that  they 
will  be  dealt  with  fairly,  competently,  and  with  strict  adherence 
to  professional  ethics.  The  employee-patient  is  treated  with  a 
balance  of  kindness  and  firmness.  We  believe  that  complete 
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permissiveness  is  inadequate  in  coping  with  alcoholism  and, 
therefore,  success  in  the  management  of  alcoholism  is  more  likely 
in  a somewhat  authoritarian  setting  such  as  industry.  We  main- 
tain a constant  liaison  with  the  employee’s  family  physician, 
who  is  considered  a key  member  of  the  treatment  team.  No 
report  is  made  back  to  the  employee’s  supervisor  or  personnel 
officer  without  the  patient’s  permission;  however,  we  do  encour- 
age him  to  level  with  his  supervisor  and  fellow  employees  about 
his  problem.  The  only  cases  in  which  treatment  has  failed  have 
been  those  in  which  the  patient  has  steadfastly  persisted  in 
denying  his  problem. 

The  function  of  the  Medical  Services  in  our  industry  is 
basically  one  of  coordination,  counselling,  liaison  with  the  family 
doctor,  medical  specialist  or  alcoholism  treatment  centre,  and, 
in  general,  “riding  herd”  on  the  employee  under  treatment. 
Actual  medical  therapy  is  not  practiced  by  the  Medical  Service 
except  to  supplement  the  active  treatment  facilities.  Our  staff 
includes  a well-qualified  psychologist  who  assists  greatly  in  the 
professional  counselling  of  alcoholics,  sorting  out  their  social 
and  family  problems,  and  providing  education  on  the  subject 
of  alcoholism  and  its  management  to  supervisors  and  personnel 
officers.  The  psychologist,  the  physicians  and  nurses  on  our 
staff,  frequently  work  with  the  supervisor  and  personnel  officer 
in  coordinating  and  planning  for  sick  leave;  replacing  the 
employee  while  he  is  absent;  providing  explanations  when 
necessary  to  other  employees;  arranging  administrative  or 
disciplinary  measures  when  necessary;  and  assisting  with  any  or 
all  of  the  complications  which  arise  in  the  employment,  social 
or  home  environment  of  the  alcoholic  employee. 


The  Importance  of  Teamwork 

One  cannot  deny  that  this  approach  to  the  management  of 
alcoholism  in  industry  is  time  consuming,  complex  and  often 
quite  frustrating.  Yet  there  are  no  alternatives  that  offer  as 
much  probability  of  success,  and  we  must  keep  in  mind  that 
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we  are  salvaging  human  careers  and  lives  that  may  otherwise 
be  destroyed.  The  responsibility  of  the  individual  himself  in 
controlling  problem  drinking  or  alcoholism  cannot  be  over- 
emphasized. However,  a program  of  teamwork  by  the  manage- 
ment in  industry,  the  business,  personnel  and  medical  services 
in  industry,  and  the  medical  profession  and  special  alcoholism 
treatment  services,  offers  the  most  hopeful  approach  to  the 
control  of  this  grave  public  health  problem  of  today.  E 


How  One  Personnel  Department 
Helps  its  Alcoholic  Employees 

by  John  Longworth  and  A . F.  Gillespie * 

/^\ne  of  the  most  tragic  conditions  under  which  an  employer 
and  employee  part  company  is  that  which  occurs  when  an 
employer  is  forced  to  dismiss  an  otherwise  good  employee  who 
has  become  addicted  to  alcohol.  Oftimes,  the  build-up  to  this 
dismissal  takes  several  years,  beginning  when  the  employee  is 
absent  from  work  one  or  two  days  every  two  or  three  months, 
then  a day  or  two  every  month,  and  finally,  several  times  during 
a single  month. 

Absenteeism  for  short  periods  is  a vector  that  our  depart- 
ment watches  closely.  Once  our  suspicions  are  aroused,  we 
check  with  the  employee’s  immediate  supervisor.  If  we  get  a 
report  that  his  productivity  has  fallen  off,  and  that  he  has  con- 
sistently appeared  on  the  job  smelling  of  alcohol,  we  immediately 
send  for  the  employee  in  question.  Strangely  enough,  we  do  not 
find  that  these  men  wish  to  hide  or  deny  the  fact  that  they  drink, 
and  generally  confess  doing  so  — adding  that  they  drink  only  a 
little,  “nothing  out  of  the  ordinary”.  In  four  cases  out  of  five, 

* Mr.  Longworth  is  personnel  director,  and  Mr.  Gillespie  deputy  personnel 
director  of  the  Corporation  of  the  City  of  Hamilton. 
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we  discover  that  “ordinary”,  for  them,  is  extraordinary  for  the 
average  individual.  At  this  point,  we  suggest  that  there  is 
possibly  a problem  here  that,  if  not  checked,  could  lead  to 
serious  complications  among  which  might  be  loss  of  employment 
with  the  City. 

Confronted  with  this  suggestion,  the  employee  is  generally 
most  cooperative  in  having  our  department  establish  liaison 
between  him  and  an  appropriate  community  agency.  Our  depart- 
ment refers  employees  to  the  Dundurn  Clinic,  the  Hamilton 
Regional  Centre  of  the  Alcoholism  and  Drug  Addiction  Research 
Foundation  of  Ontario.  We  sometimes  suspect  that  the  employee’s 
willingness  to  cooperate  is  based  on  his  desire  to  comply  with  our 
suggestions,  rather  than  on  the  basis  of  a sincere  desire  to  get 
help  for  his  illness.  In  other  cases,  recognition  of  the  problem 
is  genuine,  and  the  desire  for  help  is  sincere.  Our  highest  per- 
centage of  success  in  rehabilitation  is  among  this  latter  group. 

Having  established  liaison  with  the  Dundurn  Clinic,  we 
then  arrange  time  off  from  work  for  the  individual  involved  to 
attend  his  appointments.  We  discreetly  inform  the  man’s  super- 
visor of  the  reasons  for  this  time  off,  and  solicit  his  cooperation 
in  these  attempts  to  rehabilitate  the  employee  in  question.  The 
results  with  employees  who  recognize  their  problem  are  encour- 
aging, so  much  so  that  we  are  convinced  that  efforts  in  this 
direction  should  be  continued.  Among  those  who  comply  only 
as  a method  of  postponing  the  inevitable,  the  percentage  of 
failure  is  relatively  high.  However,  even  in  this  area  we  find 
reason  for  encouragement  in  that  having  directed  these  people 
to  a source  of  help,  we  have  managed  to  stabilize  some  indi- 
viduals who  might  otherwise  have  ended  up  as  liabilities  to 
society. 


Past  Failures  Are  Not  Counted 

Our  effort  in  this  field  of  rehabilitation  is  not  strictly 
confined  to  problems  involving  employees  of  the  City.  We  also 
attempt  to  do  whatever  we  can  to  help  persons  directed  to  us 
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by  the  John  Howard  Society  and  the  Dundurn  Clinic.  These 
are  people  who  have  legal  difficulties  generally  attributed  to 
their  use  of  alcohol,  or  people  who  have  lost  their  employment, 
families,  and  friends  because  of  their  addiction.  If  these  people 
have  made  an  attempt  towards  treatment  for  their  illness,  either 
on  their  own  or  with  the  help  of  qualified  agencies,  we  for  our 
part  are  only  too  happy  to  give  them  an  opportunity  for 
employment  along  with  other,  more  fortunate,  citizens  of  our 
community.  In  other  words,  our  policy  is  not  to  give  them  an 
employment  advantage  because  of  their  misfortune,  but  on  the 
other  hand,  not  to  let  their  past  failure  act  as  a bar  to  employ- 
ment, granted  always  that  we  are  convinced  they  have  made  an 
effort  toward  their  own  rehabilitation. 

We  believe  that  one  of  the  fundamental  bases  for  a lasting 
recovery  from  addiction  is  the  realization  at  the  beginning  of 
employment  that: 

(1)  the  position  has  been  obtained  on  the  basis  of  merit; 

(2)  the  responsibility  for  continued  employment  rests  squarely 
on  the  shoulders  of  the  individual;  and 

(3)  that  past  failures  have  no  bearing  on  the  immediate  situation, 
and  that  only  present  and  future  performance  will  concern 
the  management  of  this  City. 


Alcoholism  Hits  the  Talented 

We  know  from  our  conversations  with  other  personnel 
officers  that  alcoholism  is  present  in  all  areas  of  industry. 
Generally,  it  is  agreed  that  this  addiction  hits  all  levels  of 
employees;  but  strangely  enough,  it  seems  to  be  more  prevalent, 
proportionately,  among  the  highly  skilled  technicians  and  others 
with  unusual  abilities  and  talents.  In  our  own  way,  we  hope  to 
continue  to  alleviate  this  tragic  and  unnecessary  loss  of  man- 
power in  Canada. 

Finally,  those  persons  interested  in  any  rehabilitation  program 
should  anticipate  disappointments  and  lost  causes.  However, 
the  realization  of  having  returned  one  down-and-out  human 
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being  to  his  family  and  to  a useful  role  in  our  society,  more  than 
compensates  for  the  failures.  ■ 


Occupational  Therapy: 
Changing  Concepts  in  Treatment 

by  Pat  Fisher * 

T"Tie  opening  of  a clinic  for  the  treatment  of  narcotic  addiction 
1 by  the  Alcoholism  and  Drug  Addiction  Research  Founda- 
tion is  a milestone  in  the  gradually  changing  attitude  towards 
drug  addicts  and  their  addiction.  Among  the  many  reasons  for 
this  changing  concept,  a major  factor  is  the  advance  of  psychiatry 
which  is  making  our  society  more  aware,  and  therefore 
gradually  more  accepting  of  the  fact,  that  disturbed  behavior 
is  as  much  a symptom  of  personality  disorder  as  is  disturbed 
thinking.  The  fact  that  our  society  does  not,  as  yet,  know  how 
to  apply  this  relatively  new  knowledge  is  natural  and  obvious  — 
for  example,  few  people  today  question  the  morality,  or  the 
validity,  of  the  chaotically  thinking  schizophrenic  patient 
receiving  treatment  in  a formal  psychiatric  setting;  but  the 
seriously  misbehaving  individual  gets  expelled  from  schools, 
hospitals,  and  so  on,  almost  invariably  ending  up  in  jail  or  in 
some  other  institution  equally  expressive  of  society’s  rejection 
and  punishment. 


Conventional  Settings  Don't  Work 

Anyone  who  has  tried  to  fit  narcotic  addicts  into  conventional 
treatment  settings  will  accept  the  idea  that  most  addicts  reflect 


* Miss  Fisher,  who  has  a diploma  in  Occupational  Therapy  from  the  University 
of  Toronto,  is  senior  occupational  therapist  at  the  Addiction  Research 
Foundation’s  Narcotic  Addiction  Unit.  Prior  to  joining  the  N.A.U.,  she 
worked  for  seven  years  at  the  drug  addiction  clinic,  Mimico  Reformatory. 
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their  problems  in  their  activities.  Expecting  them  to  adjust  to 
these  conventional  settings,  and  to  behave  themselves  accordingly, 
seems  tantamount  to  expecting  them  to  cure  themselves  in  order 
to  be  treated.  Failure  to  meet  the  needs  of  these  people  has,  for 

decades,  been  attributed  to  the  general  hopelessness  of  the 

patient;  but  more  factually,  it  is  an  indication  of  society’s 
limitations  in  understanding  itself.  The  task,  then,  of  the 

Narcotic  Addiction  Unit  is  to  establish,  test,  explore  and 
improve  an  approach  which  will  have  some  efficacy  on  the 

problem  of  the  drug  addict. 

In  the  N.A.U.’s  treatment  quarters  at  221  Elizabeth  Street, 
Toronto,  it  is  apparent  that  space  and  facilities  for  an  extensive 
activity  program  have  been  considered  of  primary  importance. 
Essentially,  the  reasoning  for  this  is  simple:  if  the  patient 
reflects  his  disturbance  in  behavior  (that  is,  activity),  then  his 
accessibility  lies  in  activity.  In  treating  patients  with  disturbed 
thinking,  the  therapist  accepts  but  does  not  agree  with  their 
thinking.  Similarly,  in  treating  patients  with  disturbed  behavior, 
the  therapist  accepts  but  does  not  condone  their  behavior.  The 
effectiveness  of  therapy  in  both  cases  depends  on  the  way  the 
symptoms  are  handled,  and  ultimately,  reflected  back  to  the 
patient. 


Four  Areas  of  Activity 

The  following  description  outlines  the  activities  being  pre- 
pared for  the  occupational  therapy  department  of  the  N.A.U., 
and  the  experience  and  reasoning  that  preceded  their  selection. 
For  purposes  of  clarification,  activities  are  grouped  under  four 
main  sections:  carpentry,  paint  room,  pottery  and  art  room. 
However,  as  freedom  of  mobility  and  permissiveness  of  atmos- 
phere is  a prerequisite  of  the  program,  it  is  likely  that  the 
physical  delineation  of  activities  as  outlined  on  paper  may 
never  be  recognizable  in  the  actual  operation. 

The  carpentry  area  includes  general  woodworking,  veneer 
inlay,  wood  carving  and  wood  finishing.  It  is  being  planned  as 
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one  of  the  basic  activities  because  of  its  advantages  in  providing 
the  patient  with  many  choices  regarding  materials,  tools,  type 
and  size  of  project.  Carpentry  consists  of  manipulation  of 
materials  by  tools;  thus,  the  opportunity  for  creativity  is  re- 
stricted by  the  material.  The  goal  of  the  activity  must  first  be 
decided;  its  achievement  is  then  made  possible  by  the  patient’s 
planning,  or  by  his  following  a pattern  or  instructions. 

In  selecting  carpentry  as  his  activity,  the  patient  sets  up 
his  own  structure  of  limitations  and  in  the  interests  of  his 
choice,  functions  within  them.  An  analogy  can  be  made  here  to 
the  way  many  addicts  manipulate  people.  The  effects  of  such 
behavior  is  often  obscured  by  the  feelings  and  reactions  of 
the  people  being  manipulated;  however,  if  the  object  of  the 
addict’s  manipulation  (for  example,  wood)  does  not  react,  then 
he  has  the  opportunity  to  see  the  effects  of  his  behavior 
reflected.  A third  important  element  in  carpentry  is  that  patients 
experience  the  necessity  of,  and  therefore  accept  responsibilities 
for,  the  care  and  proper  handling  of  tools.  Finally,  there  is 
the  opportunity  to  expend  large  amounts  of  energy  physically  in 
this  kind  of  activity,  thus  allowing  the  expression  of  hostility  in 
a socially  acceptable  and/or  constructive  way.  Such  expression 
often  seems  to  be  an  essential  preliminary  to  the  patient  becom- 
ing emotionally  accessible. 


Art  and  Expression 

The  paint  room  is  a specialized  area  of  carpentry,  and 
comprises  some  unique  features  useful  in  the  treatment  program. 
It  is  being  planned  as  a fairly  dust-free  isolated  area  for  such 
activities  as  painting,  staining,  and  etching.  Due  to  the  in- 
flammable nature  of  some  of  the  materials  used,  special  fire 
precautions  must  be  taken.  Working  within  the  limitations  set 
by  these  precautions  is  valuable  because  patients  can  readily 
recognize  the  risks  involved  and  the  necessity  to  conform  in 
such  a particular  setting. 

The  art  room  will  be  maintained  as  a quiet  workshop  for 
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some  of  the  more  directly  artistic  pursuits  such  as  sketching, 
drawing,  painting  in  oils  and  water  colors,  copper  tooling, 
mosaics,  and  so  on.  All  of  these  activities  allow  a full  range  of 
expression  — namely,  imitation,  alteration,  combination  and 
creation.  There  is  value  in  the  wide  choice  of  materials,  the 
degree  of  structure,  and  the  time  and  effort  necessary  to  complete 
a project  (for  example,  some  pencil  sketches  may  be  done  in 
15  minutes  and  be  complete,  whereas  a detailed  oil  painting  may 
be  worked  on  for  three  months).  This  will  be  an  area  for 
experimentation  with  materials  and  ideas. 

All  types  of  clay  work  are  included  in  the  pottery  section, 
giving  the  patients  an  opportunity  to  experiment  with  basic 
material  in  the  sensual,  direct  manipulation  of  clay.  As  little 
direction  is  needed,  the  patient  can  decide  his  own  goal  or 
project  as  he  forms  the  clay.  Because  he  feels  no  pressure  from 
the  expectations  of  others  or  of  himself,  he  can  thus  complete 
his  work  whenever  he  feels  that  the  shape,  size  and  form  of  it 
are  pleasing  to  his  own  eye.  The  potential  here  for  creative 
investment  is  almost  unlimited.  Because  clay  can  be  reused 
many  times,  there  is  minimal  concern  with  mistake  or  wastage. 
The  natural  limits  of  size  imposed  by  both  the  equipment  and 
the  material  are  also  of  therapeutic  value. 


The  Dynamics  of  Therapy 

To  attempt  to  explain  or  understand  all  of  the  factors 
involved  in  occupational  therapy  is  comparable  to  attempting  a 
complete  and  final  explanation  of  every  human  being  involved. 
That  we  cannot,  and  should  not,  have  this  omniscience  is  a first 
premise.  For  the  purpose  of  this  discussion,  three  familiar 
patterns  of  behavior  will  be  described,  with  some  speculations 
as  to  their  apparent  significance. 

First,  for  many  individuals,  the  idea  of  working  with  the 
hands,  of  manual  expression,  has  no  appeal.  Yet,  a patient  may 
hover  on  the  fringe  of  activity,  obviously  hesitant  “to  go  to 
work”  but  apparently  wanting  to  attempt  something.  Participa- 
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tion  only  comes  about  when  the  staff  either  offer  considerable 
encouragement,  or  become  involved  in  the  activity  with  the 
patient.  The  activity  soon  becomes  secondary  and  is  eventually 
seen  to  be  a vehicle  through  which  the  patient  establishes  some 
type  of  communication  with  the  staff.  In  view  of  the  fact  that 
most  addicts  have  had  little  or  no  experience  in  non-manipulative 
and/or  non-authoritative,  one-to-one  relationships,  it  is  under- 
standable that  they  are  fearful  and  distrusting  of  them.  This 
behavior  seems  to  enable  the  individual  to  become  acquainted 
gradually  with  one  or  more  staff  persons,  to  test  them  (both  with 
his  behavior  and  his  questions  in  areas  of  real  or  imagined 
sensitivity),  and  if  he  feels  continued  acceptance,  to  invest  a 
degree  of  his  own  trust.  This  trust  may  increase  and  result  in 
his  ability  to  involve  himself  in  an  intensive  therapeutic 
relationship. 


Patient-Centred  Therapy 

Familiar  is  the  picture  of  the  patient  who  comes  into 
occupational  therapy,  looks,  explores,  investigates,  selects, 
attempts,  fails,  resumes,  struggles  and  finally  accomplishes.  It 
is  immaterial  whether  his  accomplishment  is  a refined  objet 
d’art  or  a crudely  fashioned  piece  of  junk;  the  significance  lies 
in  how  the  patient  feels  about  his  experience.  The  unguided, 
casual  tourist  often  perceives  occupational  therapy  as  a work- 
shop wherein  people  learn  to  occupy  their  minds  and  presum- 
ably forget  their  problems.  Although  this  is  a superficial  concept, 
it  is  not  without  validity,  and  the  factor  which  determines  its 
acceptability  in  the  light  of  present  knowledge  is  the  orientation 
to  the  patient. 

If  the  patient  is  truly  free  to  go  through  any  of  the  actions 
described  above,  if  he  feels  no  pressure  to  do  as  he  is  told, 
or  to  please  the  teacher,  or  to  make  a nice  ashtray  for  his  nice 
therapist,  then  he  is  also  free  to  grow.  For  most  addicts,  their 
intense  feelings  of  unworthiness  overpower  what  meagre  hope 
they  may  have  for  impro^ng  their  life  situations.  However,  if 
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I a patient  is  allowed  “to  do”  of  his  own  accord,  it  seems  that 
his  self-concept  can  be  dented,  and  we  can  observe  a new  attitude 
r toward  himself.  If  what  he  does  is  not  of  his  own  accord,  he 
perceives  this  as  manipulation,  and  this  reinforces  his  feelings 
of  unworthiness  and  degradation. 


Clarifying  Problems 

Thirdly,  for  many  patients  their  first  steps  inside  the 
occupational  therapy  department  are  accompanied  by  aggressive 
verbal  attacks  on  its  activities,  on  the  staff,  the  assumed 
i philosophy  of  occupational  therapy,  and  so  on.  This  behavior 
j may  continue,  depending  on  how  much  reaction  the  addict  can 
get.  Acceptance  by  the  staff  of  his  outbursts  may  result  rather 
quickly  in  his  relaxation  and  his  more  direct  involvement;  on 
the  other  hand,  he  may  fight  acceptance  (presumably  because 
he  has  never  experienced  it),  in  which  case  his  exposure  to 
occupational  therapy  is  troubled  and  painful.  Eventually,  when 
this  form  of  testing  has  served  its  purpose,  the  patient  may  be 
able  to  relax  with  a staff  member  enough  to  verbalize  about 
some  aspects  of  his  behavior.  The  result  may  be  that  he  under- 
stands what  some  of  his  specific  problems  are.  This  seems  to 
be  important  for  addicts  since  generally,  their  personal  and 
emotional  difficulties  are  so  many  and  so  complex  that  they 
literally  do  not  know  where  to  begin  to  try  to  deal  constructively 
with  them.  Some  pin-pointing  of  problems  is  often  motivation 
for  involvement  in  deeper  therapy. 


A Multi-Disciplined  Approach 

There  are,  of  course,  other  factors  which  emerge  through 
activity  involvement,  but  it  is  emphasized  that  each  individual 
perceives  occupational  therapy  according  to  his  individual 
needs.  Only  as  he  reacts  to  the  situation  and  to  the  people 
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around  him  is  to  able  to  recognize,  seek  and  use  assistance  in 
dealing  with  his  own  unique  set  of  problems. 

The  foregoing  is  an  introduction  to  the  Narcotic  Addiction 
Unit  through  its  occupational  therapy  department.  The  material 
is  based  on  experience  in  a multi-disciplined  approach  to  drug 
users.  As  such,  it  is  emphasized  that  the  word  “staff”  may 
refer  to  psychologists,  social  workers,  occupational  therapists,  or 
any  other  treatment  personnel.  Availability  of,  and  accessibility 
to  staff  persons  with  different  training,  background  and  person- 
ality traits  is  an  essential  element  in  giving  the  patient  a choice 
in  his  attempts  to  form  relationships  and  to  demonstrate  that 
every  individual  has  limitations  and  inadequacies.  As  the 
patient  shifts  his  focus  from  behavior  to  verbalization  to 
intensive  therapy,  so  does  he  naturally  seek  out  the  appropriate 
staff.  The  guidance  and  assistance  he  receives  along  the  way 
is  based  on  the  premise  that  treatment  is  an  art,  and  as  such,  is 
not  motivated  by  theories  or  rules. 

As  growth  of  the  N.A.U.,  the  staff  and  the  number  of  patients 
occurs,  it  is  expected  that  these  principles  can  be  tested, 
expanded  and  improved  to  accommodate  the  needs  of  the  wider 
clientele  which  is  envisaged.  ■ 


FOUNDATION  NEWS  . . . 

On  November  16,  1963,  Dr.  G.  Harold  Ettinger,  the 
Foundation’s  Director  of  Medical  Planning,  received  an 
honorary  degree  of  Doctor  of  Medicine  at  a special  convoca- 
tion at  the  University  of  Ottawa.  This  honorary  degree  is  in 
recognition  of  Dr,  Ettinger’s  distinguished  career  in  Canadian 
medicine  and  science. 

Dr.  Ettinger  joined  the  Foundation  on  October  1,  1962, 
after  his  retirement  as  Dean  of  Medicine,  Queen’s  University. 
In  addition  to  his  position  as  Director  of  Medical  Planning, 


he  is  chairman  of  the  Medical  Advisory  Board  of  the 
! Foundation. 

Dr.  Ettinger  attended  Queen’s  University  where  he 
received  his  B.A.,  M.D.,  and  C.M.  degrees.  He  was  awarded 
the  M.B.E.  in  1946,  and  received  an  honorary  Doctor  of 
Science  degree  from  the  University  of  Western  Ontario  in 
1958. 

The  third  annual  residential  Summer  Course  on  Alcohol 
• and  Problems  of  Addiction  will  be  held  on  the  campus  of  the 
University  of  Western  Ontario  from  May  3 to  15,  1964.  This 
f year,  it  will  be  co-sponsored  by  the  UWO  Faculty  of  Medicine 
and  School  of  Business  Administration,  and  the  Addiction 
Research  Foundation  of  Ontario.  Two  of  the  University’s 
professors,  Dr.  G.  E.  Hobbs,  head  of  the  department  of 
Psychiatry  and  Preventive  Medicine,  and  Dr.  R.  K.  Ready, 
professor  of  Business  Administration,  represent  their  respec- 
tive faculties  on  the  Summer  Course  Planning  Committee. 

Visiting  lecturers  participating  in  the  course  include 
Dr.  Erik  Jacobsen,  Professor  of  Pharmacology  at  the  Royal 
Danish  School  of  Pharmacy  in  Copenhagen;  and  Dr.  John 
L.  Norris,  who  is  Medical  Director  of  the  Park  Works, 
Eastman  Kodak  Company,  Rochester,  N.Y.,  and  a long-time 
friend  of  Alcoholics  Anonymous. 

The  course  is  designed  to  provide  basic  information  for 
those  who  are  called  upon  in  their  professional  work  to  deal 
with  problems  related  to  the  misuse  of  alcohol  and  to  addic- 
tion. It  is  planned  specially  for  those  engaged  in  developing 
and  supervising  programs  which  aim  at  reducing  such  prob- 
lems wherever  they  may  occur. 

Priority  will  be  given  to  applicants  from  business  admini- 
stration, medicine,  nursing,  social  work,  law,  education  and 
I theology.  Enrolment  is  limited  to  80.  Inquiries  should  be 
addressed  to  the  Director,  Summer  Course,  Addiction  Re- 
search Foundation  of  Ontario,  24  Harbord  St.,  Toronto  5,  Out. 
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Temporary  assignment  of  an  old  building  at  221  Elizabeth 
Street,  adjacent  to  the  Toronto  General  Hospital,  to  the 
Addiction  Research  Foundation  has  made  it  possible  to  bring 
four  segments  of  the  Foundation  under  one  roof  — the  new 
Narcotic  Addiction  Unit,  the  Research  Division,  Education 
Division,  and  Library.  This  has  also  benefited  the  clinical  and 
administrative  operations  on  Harbord  Street  by  freeing  other 
temporary  space  there  to  accommodate  growing  demands. 

The  five-story  building  at  221  Elizabeth  Street  was 
originally  built  more  than  half  a century  ago  as  a nurses’ 
residence  for  the  old  Hospital  for  Sick  Children  on  College 
Street.  The  Foundation  expects  to  use  these  premises  pending 
construction  of  its  new  research  facilities  and  head  office 
building  adjoining  the  University  of  Toronto’s  west  campus 
development. 


[56] 


%o 

TABLE  OF  CONTENTS 

o> 

' t v i / Vy  ;;  ibu4  i 

“My  Children  Were  Helped”  .... 

1 

cn 

c 

*C 

A.R.F.  Annual  Report 

Chemical  Comforts  and  Man; 

5 

C X 

u* 

— Introduction 

14 

— Non-Narcotic  Drugs 

22 

— Narcotic  Drugs  

31 

o 

— Hallucinogenic  Drugs  

39 

Z 

— Stimulant  Drugs  

42 

© 

r— 

— Some  Conclusions  

Our  Responsibility  in  the 

44 

© 

E 

s 

o 

> 

Problem  of  Alcoholism  

48 

Course  on  Addictions 

56 

COHOUSM  & DRUG  ADDICTION  RESEARCH  FOUNDATION  OF  ONTARIO 


This  periodical  is  published  four  times  a year  in 
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"My  Children  Have  Been  Helped" 

— Letter  from  an  Alcoholic#s  Wife 

Tn  the  past  few  years,  much  progress  has  been  made  in  the 
A treatment  of  alcoholics,  and  in  the  counselling  of  the  alco- 
holic’s wife.  But  little  seems  to  be  happening  in  the  counselling 
of  young  people  who  have  grown  up  in  the  alcoholic’s  home, 
subject  to  all  the  disturbing  influences  that  accompany  living 
with  alcoholism. 

I discovered  after  doing  much  reading  on  the  subject,  that 
the  history  of  alcoholism  in  my  family  and  in  my  husband’s 
family  is  not  unique  — that  many  alcoholics  and  their  wives  are 
the  children  of  alcoholics.  Surely  this  suggests  that  counselling 
for  the  children  of  alcoholics  could  be  an  important  form  of 
preventive  medicine.  (Certainly  all  alcoholics  do  not  come  from 
homes  where  this  was  a problem,  but  enough  of  them  are 
products  of  such  homes  to  make  this  important.) 

I believe  these  children  can  be  helped  because  my  children 
have  been  helped.  Let  me  tell  you  about  my  own  experience. 

A few  years  ago,  we  were  well  on  the  way  to  disaster.  My 
husband’s  alcoholism  was  seemingly  incurable.  His  attempts 
at  treatment  had  not  stopped  his  drinking.  I was  suffering  with 
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an  ulcer,  my  older  child  was  a chronic  bedwetter  and  a very 
poor  student,  who  irritated  her  teachers  because  all  her  tests 
showed  her  to  be  a potentially  very  bright  girl,  who  just  wouldn’t 
try;  and  my  younger  child  was  a frightened,  insecure  little  girl, 
who  miraculously  (perhaps  because  she  was  only  six)  seemed 
to  be  doing  well  at  school.  At  home  my  younger  daughter  would 
simply  run  and  hide  when  trouble  started,  which  it  so  often  did; 
and  she  began  spending  most  of  her  time  at  someone  else’s 
house.  She  was  much  happier  at  school  than  she  was  at  home, 
which  explained  her  success  in  school.  If  she  had  been  older, 
say  in  her  teens,  her  staying  out  could  have  become  a very 
serious  problem. 


"Keep  her  away  from  my  children  . . 

Eventually,  my  older  girl  began  to  show  signs  of  being  deeply 
disturbed,  signs  which  I could  recognize  even  in  my  own  con- 
fused emotional  state.  Two  of  my  neighbours  came  to  me  and 
demanded  that  I keep  her  away  from  their  children.  She  was  a 
troublemaker  who  not  only  attacked  the  children,  but  was  also 
deliberately  doing  things  to  get  back  at  the  parents  who  sent  her 
away.  I was  called  to  the  school,  because  the  principal  had 
several  times  been  called  in  to  discipline  her  at  the  request  of  her 
teacher.  She  also  went  through  periods  when  she  would  strike 
out  at  me  and  sometimes  she  would  badly  hurt  her  little  sister. 
She  was  terrified  of  her  father,  and  screamed  to  me  when  she 
went  into  her  tantrums,  “why  don’t  we  go  away  from  him,  why 
do  you  let  him  treat  you  this  way?”  I would  try  to  explain 
patiently  that  her  father  was  sick,  and  couldn’t  help  what  was 
happening,  but  this  didn’t  help  her  when  the  children  taunted 
her  about  her  father’s  drinking.  She  despised  me  for  being  a 
fool,  and  said  so  in  no  uncertain  terms.  She  was  then  11  years 
old. 

I was  becoming  more  and  more  confused,  and  couldn’t  cope 
with  what  was  happening  either  to  myself  or  to  the  children. 
The  ulcer  was  getting  worse,  and  my  family  doctor  regularly 
advised  me  to  seek  help  with  my  family  problem.  Finally,  I 
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took  his  advice  and  went  to  a Family  Service  Centre.  That  was 
five  years  ago,  and  I call  that  the  time  of  my  life  when  I began 
growing  up  again  — after  standing  still  for  many  years.  I cannot 
here  go  into  the  ways  in  which  I was  helped  — the  change  in 
my  life  has  been  incredibly  wonderful,  but  this  story  is  about 
my  children,  not  about  me. 


"She  Needed  Professional  Help  . . 

Once  I began  getting  some  understanding  about  myself,  and 
the  things  I was  doing  that  made  matters  worse  instead  of  better, 
the  children  became  easier  to  handle.  With  the  younger  child, 
things  seemed  to  improve  quite  soon,  but  with  the  older  one 
I was  still  helpless.  She  was  too  disturbed.  The  trouble  was  so 
deeply  rooted  that  she  needed  professional  help. 

Through  the  Family  Service  Centre,  we  found  this  help, 
and  she  began  having  regular  appointments  with  a psychiatrist. 
All  these  developments  did  not  of  course  happen  as  quickly  as 
I can  tell  about  them.  By  the  time  I had  found  help  for  my 
daughter,  she  was  13  years  old,  and  well  on  the  way  to  becoming 
a serious  problem  to  the  community  as  well  as  to  her  family 
and  to  herself.  As  a result  of  her  treatment  and  the  counselling 
I received  in  trying  to  help  her,  she  has  levelled  off  and  is  now 
no  more  trouble  than  any  normal  teen-ager.  She  is  a happy, 
popular  girl,  a good  student,  and  rather  than  becoming  a 
problem  for  the  community,  she  has  become  an  asset.  Last 
summer,  for  instance,  she  was  a counsellor  at  a camp  for  under- 
privileged children.  The  fear  of  failure  that  had  made  her  school 
work  so  poor  is  almost  conquered,  and  as  a result,  her  grades 
are  above  average,  and  she  is  seriously  beginning  to  consider  the 
possibility  of  university. 

My  younger  child  by  the  way,  does  not  stay  out  any  more. 
As  a matter  of  fact,  our  home  has  become  one  of  the  most 
popular  spots  in  the  neighbourhood,  because  she  now  brings  the 
kids  here. 

I should  explain,  of  course,  that  because  my  husband  could 
not  stop  drinking,  and  could  make  no  progress  with  his  prob- 
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lems,  it  was  necessary  for  me  to  separate  from  him.  One  of  the 
reasons  I took  so  long  in  seeking  help  for  my  daughter  was  that 
I wrongly  believed  that  once  we  were  free  from  the  daily 
problem  of  living  with  an  alcoholic,  all  our  difficulties  would 
disappear.  This  is  just  not  true,  my  daughter’s  problems  were 
not  solved  automatically.  As  a matter  of  fact,  her  problems 
increased  with  only  one  parent.  I would  strongly  urge  anyone 
who  attempts  to  raise  children  alone  after  bringing  them  through 
serious  family  difficulties,  to  use  the  help  the  community  has 
to  offer. 


A Chance  to  Rebuild  Lives 

To  the  agencies  in  the  community,  I would  say:  if  you  are 
treating  alcoholics,  find  out  the  ages  of  their  children,  offer 
help  to  the  older  children  who  may  already  be  seriously  affected 
by  the  family  problem.  Perhaps  this  will  help  to  prevent  their 
coming  to  you  a few  years  from  now  as  alcoholics  or  as  wives 
of  alcoholics. 

Alcoholics  Anonymous  has  seen  the  need  for  helping  young 
people,  and  they  have  formed  groups  called  Alateens.  But  some 
of  the  youngsters  may  be  like  some  of  their  parents  who  were 
too  sick  for  the  kind  of  help  A.A.  can  offer.  They  may  need 
professional  care. 

Even  if  the  parents  are  in  treatment,  how  long  will  it  take 
before  this  can  filter  through  and  make  them  better  parents? 
Can  a recovering  alcoholic  and  a confused  wife  deal  with  a 
disturbed  teen-ager?  Not  very  likely,  but  a trained  social  worker 
or  a psychiatrist  may  be  able  to  help  a great  deal. 

It  worked  for  me  and  for  my  daughter,  and  I sincerely  hope 
that  treatment  centres  for  alcoholism  will  soon  see  this  vital 
need,  and  offer  help  to  the  young  people  at  the  same  time  as 
they  are  treating  the  parents.  They  should  not  wait  for  the 
children  to  come  to  them.  They  should  open  the  door,  and 
through  parents,  school  guidance  teachers,  public  health  nurses, 
doctors,  etc.,  invite  them  to  come  for  help.  They  deserve  a 
chance  to  rebuild  their  lives  and  they  do  need  help.  H 
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Annual  Report  Shows  A.R.F.  Activities 
Continued  to  Increase  During  1963 

T n the  1 3 years  since  its  establishment,  the  Alcoholism  and  Drug 
Addiction  Research  Foundation  of  Ontario  has: 

— carried  out  or  sponsored  145  separate  research  projects  in 
scientific  fields  related  to  addiction; 

— set  up  six  alcoholism  clinics  in  the  cities  of  Toronto,  Hamilton, 
London,  Ottawa  and  Fort  William,  and  an  out-patient  treat- 
ment centre  for  narcotic  addicts  in  Toronto; 

— treated  several  thousand  alcoholics  and  other  addicts; 

— provided  training  services  for  hundreds  of  physicians,  social 
workers,  pastoral  counsellors,  teachers,  and  members  of  other 
professions;  and 

— established  its  reputation  on  all  levels  — provincial,  national 
and  international  — as  an  impartial  and  helpful  source  of 
information  on  alcohol  and  addiction  problems. 

This  brief  capsule  history  of  the  Foundation  is  found  in  its 
13th  Annual  Report,  tabled  in  the  Ontario  Legislature  in  April 
by  the  Minister  of  Health,  Dr.  Matthew  B.  Dymond.  Ontario 
was  the  first  province  in  Canada  to  establish  an  official  organi- 
zation for  the  express  purpose  of  finding  out,  through  a research 
program,  how  best  to  deal  with  the  problem  of  alcohol  addiction. 
Most  of  the  funds  required  to  operate  the  Foundation  have  come 
through  annual  grants  from  the  province. 


Increased  Demand  far  Services 

In  his  review  of  the  Foundation’s  operations,  H.  David 
Archibald,  executive  director,  reports  that  Foundation  clinics  in 
Toronto,  London,  Ottawa,  Hamilton  and  the  Lakehead  served 
more  patients  in  1963  than  in  any  previous  year  — 2,420  patients 
as  compared  to  2,065  in  1962.  At  the  same  time,  demands  on 
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Foundation  staff  to  provide  training  for  professional  persons  in 
the  community  increased.  The  result  of  this  was  the  establish- 
ment in  March  1964,  of  a clinic  to  serve  northeastern  Metro- 
politan Toronto,  and  the  development  of  plans  for  a branch  at 
Sudbury  to  serve  the  north  central  part  of  Ontario. 


Treatment  Approaches  Differ 

Out-patient  treatment  services  have  also  been  extended  to 
narcotic  and  other  drug  addicts  since  the  opening  of  the  Narcotic 
Addiction  Unit  at  221  Elizabeth  Street  in  late  1963.  During  its 
first  three  months  of  operation,  a total  of  22  narcotic  and  seven 
non-narcotic  drug  addicts  made  contact  with  the  Unit.  The  only 
similar  facility  in  Canada  for  voluntary  addict  patients  is  the 
Narcotic  Addiction  Foundation  of  B.C.  — all  other  present  and 
proposed  institutions  in  the  field  of  narcotic  addiction  are 
correctional  institutions  run  by  federal  or  provincial  govern- 
ments. The  report  notes  that  even  before  establishment  of  the 
N.A.U.,  small  numbers  of  patients  addicted  to  barbiturates, 
tranquilizers  or  narcotics  were  being  treated  at  the  Foundation’s 
main  Toronto  clinic  on  Harbord  Street. 

Treatment  services  offered  at  the  six  Foundation  clinics 
continue  to  represent  different  approaches  to  the  treatment  of 
addiction.  These  approaches,  in  addition  to  meeting  the  particu- 
lar needs  of  the  areas  in  which  the  clinics  are  located,  provide 
scope  for  experimentation  with  different  treatment  methods  for 
many  and  varied  types  of  patients.  For  example,  in  dealing  with 
acutely  ill  patients,  the  London  clinic  is  experimenting  with  a 
day  care  unit,  while  the  Hamilton  clinic  handles  acute  patients 
on  an  out-patient  basis.  At  the  Lakehead,  Foundation  physicians 
are  often  consulted  by  other  physicians  with  alcoholic  patients  in 
the  local  hospitals.  The  Ottawa  clinic  also  uses  local  hospitals, 
but  on  a reduced  scale  in  1963  compared  to  other  years.  Last 
year,  the  Toronto  clinic  used  some  of  its  own  beds  for  acutely 
ill  patients  because  of  the  limited  number  of  general  hospital 
beds  available  in  the  city.  The  Toronto  clinic,  however,  has  now 
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reached  its  capacity  and  its  facilities  are  in  urgent  need  of 
expansion,  Mr.  Archibald  notes. 

As  a result,  Mr.  Archibald  reports  that  the  Foundation  will 
encourage  general  hospitals  in  the  Toronto  area  to  increase  the 
number  of  beds  available  for  acutely  ill  alcoholics;  and  will  also 
make  efforts  to  obtain  beds  in  one  or  more  provincial  mental 
hospitals.  When  this  aim  is  achieved,  the  Foundation  proposes  to 
establish  a coordinating  service  which  would  operate  24-hours  a 
day,  seven  days  a week,  between  the  Foundation  and  the  hospitals. 
This  service  would  provide  up-to-the-minute  information  on  the 
availability  of  beds,  ambulance  facilities,  medical  consultants  and 
other  appropriate  services. 

The  Foundation  is  also  looking  forward  to  the  construction 
of  its  new  headquarters  and  clinic  building  and  the  resulting 
integration  of  facilities.  The  site  of  the  new  building  is  expected 
to  be  near  the  corner  of  College  Street  and  Spadina  Avenue  in 
midtown,  on  the  edge  of  the  University  of  Toronto’s  new  west 
campus.  A special  review  committee  has  recommended  that 
there  be  100  beds  in  the  new  clinic  for  patients  suffering  from 
alcohol  and  drug  addiction. 


Educating  Professional  Persons 

Since  there  are  more  than  90,000  alcoholics  in  Ontario,  no 
single  establishment  like  the  Foundation  can  be  expected  to  deal 
with  more  than  a fraction  of  these  — particularly  in  view  of  this 
organization’s  responsibilities  in  the  fields  of  research  and  pro- 
fessional training.  Thus,  one  of  the  Foundation’s  basic  objectives 
is  to  provide  the  means  of  training  and  mobilizing  physicians, 
public  health  workers,  social  and  religious  agencies,  industrial 
personnel  executives,  nurses,  police  officers,  teachers,  and  others 
in  the  community,  to  deal  effectively  with  alcoholics  and  other 
addicts. 

The  most  ambitious  regular  professional  training  activity  now 
being  undertaken  is  the  annual  course  on  alcohol  and  problems 
of  addiction.  This  was  begun  in  1962  at  the  University  of 
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Toronto,  and  repeated  in  1963  at  Queen’s  University.  In  1964, 
the  course  will  be  held  May  3-15  at  the  University  of  Western 
Ontario.  The  university’s  Faculty  of  Medicine  and  School  of 
Business  Administration  will  co-sponsor  the  course  with  the 
Foundation.  Participants  in  the  first  two  courses  included  senior 
persons  in  public  health,  nursing,  social  work,  psychology, 
psychiatry,  industrial  medicine,  teaching,  the  church,  and  the 
legal  profession. 

During  1963,  a special  conference  was  conducted  on  narcotic 
addiction.  This  brought  together  some  40  selected  professional 
persons  concerned  with  both  the  treament  and  the  law  enforce- 
ment aspects  of  narcotic  addiction.  Among  those  attending  were 
Lady  Isabella  Frankau,  M.D.,  of  Great  Britain,  and  Professor 
Edwin  Schur,  an  American  sociologist  who  has  taken  a special 
interest  in  this  field. 


Clinical  Training 

Over  the  years,  hundreds  of  persons  in  a position  to  help 
alcoholics  have  participated  in  various  courses  and  seminars  put 
on  by  the  Foundation.  Here  are  a few  of  the  clinical  training 
activities  carried  out  at  the  five  regional  centres  during  1963: 

—at  London,  course  instruction  on  alcohol  problems  has  now 
been  established  in  five  of  the  nearby  Schools  of  Nursing,  and 
wherever  possible  branch  staff  are  testing  the  students’  knowl- 
edge and  attitudes  before  and  after  to  determine  the  most 
effective  approach.  A half-day  seminar  was  put  on  for  pro- 
bation officers  and  a six  hour  course  is  given  regularly  at  the 
new  Ontario  Police  College  in  Aylmer.  The  London  branch 
also  began  offering  a half-year  residency  program  for  a 
physician,  including  participation  in  special  staff  seminars  and 
supervised  treatment  experience.  In  addition,  the  University 
of  Toronto  School  of  Social  Work  has  accepted  the  branch  as 
a field  training  agency. 
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— at  Ottawa,  the  branch  continued  providing  a medical  student 
education  program  in  cooperation  with  University  of  Ottawa. 
In  addition  a 2 Vi -day  course  was  conducted  for  probation 
officers  from  Kingston,  Cornwall,  and  Ottawa,  and  a seminar 
series  was  begun  for  groups  of  public  health  and  industrial 
nurses. 

— at  Hamilton,  lectures  were  given  to  several  professional  groups 
and  a series  of  six  professional  seminars  was  conducted.  This 
branch  also  takes  an  active  part  in  the  teaching  of  nurses  in 
training. 

— at  the  Lakehead,  a two-day  physicians’  seminar  was  held  with 
assistance  of  staff  from  Toronto.  In  addition,  a clergy  work- 
shop is  planned  for  early  1964. 

— at  Toronto,  a series  of  weekly  seminars  for  physicians  was 
conducted  in  the  spring;  and  in  the  late  autumn,  a two-day 
course  was  given  for  31  physicians.  There  were  13  half-day 
seminars,  and  31  one-day  sessions  in  the  clinic  arranged  for 
groups  of  nurses.  Longer  clinical  experiences  were  provided 
for  three  Fellows  in  Psychiatry,  an  occupational  therapy 
student,  a social  worker  and  a clergyman,  the  last  two  being 
in  training  for  future  community  consultant  activity  under 
the  Foundation’s  own  auspices.  Workshop  programs  continued 
for  social  workers,  clergymen,  and  other  professional  persons. 
Further  expansion  of  training  activities  at  Toronto  will  prob- 
ably have  to  await  completion  of  the  new  Foundation  building 
now  being  planned,  Mr.  Archibald  observes  in  his  report. 


Educational  Emphasis  on  Industry 

The  Foundation’s  Education  Division  continues  to  organize 
and  assist  with  professional  training  activities  and  to  provide 
printed  materials,  films,  displays,  speakers  and  so  on,  for  a 
variety  of  purposes.  In  addition  to  its  continued  liaison  with  the 
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mass  media,  the  division  expanded  its  experimental  paid  adver- 
tising campaign  which  was  concentrated  in  daily  papers  in  areas 
near  Foundation  branches,  supplemented  by  some  space  in  the 
Ontario  edition  of  a national  magazine.  The  feeling  is  that  the 
combined  editorial  and  advertising  treatment  substantially  boosted 
both  coverage  and  impact. 

There  was  increasing  emphasis  on  the  Foundation’s  education 
program  for  problem  drinking  employees  during  1963.  This 
program  has  also  occupied  a growing  amount  of  staff  time  in 
the  Foundation  branches  which  are  being  consulted  more  and 
more  by  large  employers  in  their  areas.  The  result  is  that  more 
employers  are  adopting  enlightened  policies  that  can  help  alco- 
holics remain  on  the  job  and  productive.  This  is  particularly 
important  since  more  than  half  of  the  alcoholics  in  Ontario  are 
employed.  In  line  with  this  program,  the  Education  Division  is 
conducting  an  intensive  investigation  of  matters  related  to  the 
employment  of  alcoholics  in  one  sample  industrial  community  in 
Ontario.  This  study  is  expected  to  yield  data  on  beliefs,  attitudes 
and  behavior  which  will  be  valuable  in  developing  education 
programs  in  industry  for  problem  drinkers. 


Teacher  Training 

A second  important  education  program  emphasized  in  1963 
was  the  provision  of  training  consultation  services  and  teaching 
aids  for  secondary  school  teachers  of  physical  and  health  educa- 
tion who  are  called  upon  to  teach  about  alcohol.  For  the  past 
two  years,  an  experienced  secondary  school  department  head  has 
been  on  loan  to  the  Foundation  from  the  Toronto  Board  of 
Education.  During  1963,  he  conducted  training  workshops  for 
more  than  250  teachers  on  the  job  in  various  Ontario  centres. 
He  also  held  seminars  with  over  300  future  teachers  now  attend- 
ing the  Ontario  College  of  Education  and  Ontario’s  three  largest 
universities.  A filmstrip  entitled  “Understanding  Alcohol”.,  has 
been  developed  for  use  in  the  province’s  470  secondary  schools. 
The  filmstrip,  accompanied  by  a recorded  commentary  and  a 
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booklet  which  reproduces  the  filmstrip  in  full,  is  primarily  for 
use  at  the  grade  9 level  — an  effort  to  reach  the  large  numbers 
of  students  who  drop  out  before  entering  grade  10. 


Research  — A Prime  Function 

Research  into  the  varied  aspects  of  alcohol  and  drugs  con- 
tinues to  be  one  of  the  prime  purposes  of  the  Foundation. 
During  1963,  new  Foundation-sponsored  projects  totalled  14  — 
of  which  only  three  were  undertaken  by  researchers  not  con- 
nected with  the  Foundation.  Twenty-one  scientific  papers  were 
submitted  for  publication,  and  an  additional  38  reports  appeared 
as  substudies,  theses  or  in  other  unpublished  form. 

Research  into  the  biological  sciences  is  carried  out  by 
Foundation  scientists  who  have  been  provided  facilities  in  the 
University  of  Toronto’s  Department  of  Pharmacology,  on  the 
basis  of  a Foundation  grant  to  the  University.  Studies  include: 
an  investigation  of  the  effects  of  alcohol  on  the  organs  of 
balance;  a series  of  experiments  on  the  general  biological 
mechanisms  of  acute  alcohol  intoxication  and  related  problems; 
a physiological  study  seeking  to  clarify  the  mechanism  of  alcohol 
withdrawal  symptoms;  and  a study  on  the  production  of  liver 
cirrhosis  in  animals.  Two  other  studies  were  concerned  with 
certain  alleged  biological  characteristics  of  alcoholics.  One  study 
seeks  to  establish  whether  or  not  the  prevalence  of  certain  skin 
disorders  is  higher  in  alcoholics  than  in  non-alcoholics.  The 
second  study  seeks  to  test  the  validity  of  reports  that  thyroid 
function  is  reduced  in  alcoholics. 


Investigate  the  Effects  of  Drugs 

In  clinical  research,  scientists  continued  their  investigation 
into  the  possibility  that  a true  aversion  response  can  be  developed 
towards  alcoholic  beverages.  A team  of  researchers  from  the 
Foundation  and  Toronto  Western  Hospital  also  continued  their 
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investigation  of  the  controversial  drug  LSD-25.  A third  drug 
study  compared  Librium  with  Sparine  in  the  treatment  of  alcohol 
withdrawal  symptoms.  Other  clinical  studies  on  drugs  were  con- 
cerned with  the  overall  place  of  drug  therapy  in  alcoholism 
treatment  and  its  long-term  effects;  and  plans  were  begun  to 
study  the  prevalence  of  narcotic,  barbiturate  and  related  drug 
use  among  alcoholic  patients  at  the  time  of  their  admission  to  a 
Foundation  clinic.  Clinical  studies  were  also  carried  out  on  the 
character  and  effects  of  the  patient’s  first  therapeutic  interview, 
the  factors  influencing  participation  in  group  psychotherapy;  the 
consequences  of  differences  in  social  status  between  patient  and 
therapist;  patient  motivation;  and  the  results  of  a survey  of 
professional  agency  workers. 

In  the  field  of  psychological  studies,  two  investigations  were 
concerned  with  the  acute  effects  of  alcohol.  The  first  study  will 
test  the  hypothesis  that  alcohol  acts  first  on  the  reticular  activat- 
ing system  of  the  brain.  The  second  seeks  to  measure  the  effects 
of  alcohol  on  aggression.  Four  projects  were  focussed  on  the 
chronic  effects  of  alcohol.  Two  of  these  studies  are  investigating 
the  idea  that  alcoholics  have  a relatively  low  tolerance  for  stress. 
A third  project  represents  a re-examination  of  the  alleged  effects 
of  alcohol  on  neurotic  behavior  experimentally  introduced  in 
animals.  The  fourth  study  is  concerned  with  the  intricate  prob- 
lem of  birth  order  in  relation  to  the  development  of  alcoholism. 


Sociological  Studies 

Current  sociological  studies  are  related  to  problems  of  edu- 
cation and  control,  particularly  attitude  surveys  and  studies  of 
legislation;  a study  of  the  personal,  social  and  medical  character- 
istics of  alcoholic  patients  admitted  to  the  Foundation’s  Toronto 
clinic  from  1951  to  1961;  attempts  to  develop  methods  of 
measuring  the  prevalence  and  rate  of  alcoholism;  statistical 
studies  of  the  distribution  of  alcoholism  and  other  addictions  in 
regard  to  time  and  place;  and  field  studies  of  drinking  and  its 
consequences  in  particular  groups. 
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Two  long-term  field  studies  continued  during  1963.  One  of 
these  is  the  five-year  program  designed  to  re-examine  theories  of 
the  explosive  effect  of  alcohol  on  the  North  American  Indian, 
and  to  determine  present-day  patterns  and  problems  of  alcohol 
use  among  Ontario  Indians.  The  second  project,  a study  of  the 
chronic  drunkenness  offender  in  Toronto  and  elsewhere,  was 
completed  during  1963.  Specialists  involved  in  this  study  have 
submitted  the  first  drafts  of  their  reports  on  their  medical, 
psychiatric  and  psychological  findings. 


No  Cause  for  Complacency 

Although  there  are  now  signs  that  the  rapid  post-war  rise  in 
the  prevalence  of  alcoholism  may  be  slowing  down,  there  is  no 
cause  for  complacency,  Mr.  Archibald  cautions.  “A  disorder 
which  accounts  for  about  10  per  cent  of  all  first  admissions  to 
mental  hospitals,  and  for  a substantial  part  of  Ontario’s  48,000 
drunkenness  convictions  and  the  nearly  1 1 ,000  convictions  for 
impaired  and  drunk  driving,  cannot  be  considered  a minor  social 
and  health  problem.” 

“Given  our  present  state  of  knowledge,  treatment  programs 
and  education  can  have  only  limited  impact  on  the  management 
of  alcoholism  or  of  any  other  addiction,”  Mr.  Archibald  adds. 
“At  the  same  time,  while  we  have  as  yet  no  panaceas  for  these 
problems,  considerable  progress  has  been  made  and  experience 
gained  that  puts  the  Foundation  today  in  an  excellent  position 
to  increase  substantially  and  effectively  its  community  services 
regarding  addiction  problems.”  ■ 


♦ ♦ ♦ 


The  test  of  our  progress  is  not  whether  we  add  more  to  the 
abundance  of  those  who  have  much ; it  is  whether  we  provide 
enough  for  those  who  have  too  little. 

— Franklin  Delano  Roosevelt 
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Chemical  Comforts  and  Man 

by  S.  J.  Holmes , M.D.,  D. Psych.* 

I.  Introduction:  Drugs  in  Perspective 

Cince  the  dawn  of  civilization,  man's  instinctive  energies  have 
^ been  subject  to  varied  and  changing  controls.  In  pre-civilized 
times  when  only  the  fittest  survived,  man’s  instinctive  animal 
drives  were  satisfied  or  he  perished.  During  this  period,  he  was 
at  the  mercy  of  the  elements,  other  animals,  disease  — and 
indeed,  man  himself.  When  it  occurred  to  man  that  collectively 
he  was  stronger  in  his  fight  against  his  natural  enemies  than  he 
was  alone,  it  became  necessary  for  him  to  develop  controls  that 
would  allow  the  survival  of  such  a collective  group.  From  these 
beginnings,  the  group  appears  to  have  grown  in  size  from  families 
to  tribes,  thence  to  cities  and  countries,  and  finally,  to  a com- 
munity of  nations  at  present  separated  by  differing  ideologies. 

In  gaining  the  tremendous  control  of  his  environment  that 
he  has  at  present,  man  has  had  to  pay  a price  — a price  that 
demands  that  he  manage  his  individual  drives  within  a cultural 
setting  that  must  make  allowances  for  the  survival  of  the  weakest 
in  the  group.  The  popular  belief  that  all  men  are  born  equal,  and 
that  all  can  be  President  or  Prime  Minister  is  utter  nonsense. 
Nature  is  just  not  that  benevolent.  Man’s  innate  differences  — 
resulting  from  his  genetic  endowment  and  its  relationship  to  his 
biochemical  and  physiological  function,  compounded  by  psycho- 
logical conditioning  arising  from  the  stresses  of  his  environment 
— make  for  vast  differences  in  feeling,  thinking  and  behavior 
from  one  person  to  the  other.  Thus,  through  his  varied  resources, 
man  is  constantly  adapting  to  the  challenges  of  his  inner  and 
outer  environment.  He  fluctuates  from  satisfaction  to  dissatis- 
faction, from  ease  to  disease. 


* Dr.  Holmes  is  Director  of  the  Narcotic  Addiction  Unit  of  the  Alcoholism  and 
Drug  Addiction  Research  Foundation.  This  article  is  based  on  a paper  presented 
to  the  Section  of  Psychiatry,  Academy  of  Medicine,  Toronto,  in  November,  1963. 
and  to  the  Toronto  Medical  Secretaries  Association.  April,  1964. 
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Psychological  disease,  or  conflict  as  it  is  called,  is  associated 
with  anxiety.  This  anxiety  may  manifest  itself  in  varied  forms  — 
in  fight  or  flight  patterns  ranging  from  worry  to  terror,  or  from 
anger  to  rage,  or  in  still  more  complex  patterns  representing 
combinations  of  each.  Anxiety  may  occur  at  the  level  of  aware- 
ness or  it  may  be  rerouted  by  subconscious  barriers  to  emerge 
in  such  varied  external  manifestations  as  pain,  agitation,  depres- 
sion, phobias,  disturbances  of  physiological  functions  and  deviant 
behavior  disturbances.  Consequently,  we  can  depict  man’s  moods 
as  an  ever  changing  pattern  or  spectrum.  From  hour  to  hour, 
influenced  by  inner  and  outer  events,  man's  ego  moves  to  and 
fro  across  this  spectrum.  At  one  end  of  the  spectrum  lies  melan- 
cholia or  depression;  at  the  other  end  is  mania  or  extreme 
agitation.  A normal  person  stays  in  the  middle  range,  straying 
into  the  extreme  regions  only  rarely;  if  and  when  he  does  enter 
these  regions,  his  social,  psychological,  endocrine  and  other 
biochemical  factors  adjust  and  harmony  or  homeostasis  occurs. 
In  the  emotionally  sick  person,  this  healthy  adjustment  does  not 
take  place.  Quite  commonly,  such  a sick  person  fluctuates 
between  the  two  extremes.  The  person  at  the  agitated  end  of  the 
spectrum  is  tense  and  anxious,  and  will  respond  to  a drug  that 
will  soothe  or  tranquilize;  the  person  at  the  opposite  end,  whose 
load  of  depression  is  so  heavy  that  he  can’t  raise  his  head  and 
whose  life  is  empty,  meaningless,  valueless  and  void,  will  respond 
to  a mood  elevator. 


Age  Old  Need 

Man’s  need  for  such  agents  goes  back  beyond  the  dawn  of 
history.  Never  has  there  been  a time  or  place  in  which  man  has 
failed  to  find  himself  assailed  by  care  or  anxiety.  He  strives  to 
make  life  more  pleasurable,  and  at  the  same  time,  to  diminish 
j the  discomforts  which  inevitably  accompany  human  experience. 
This  has  resulted,  in  the  broad  sense,  in  all  the  improvements  in 

I human  living  — physical,  esthetic,  mechanical  and  scientific.  As 
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and  fed,  and  enjoys  better  health  and  a longer  average  life  than 
man  has  ever  known  in  a million  years.  However,  in  our  society 
he  has  been  hoisted  in  a period  of  less  than  50  years  from  the 
seat  of  the  horse  and  buggy  to  that  of  the  automobile,  atom 
bomb,  jet  plane  and  space  travel  — an  experience  sufficient  to 
unsettle  even  man’s  sturdy  psyche. 

In  the  inner  as  well  as  the  outer  world  of  man,  upheavals 
have  taken  place.  Old  faiths  have  crumbled,  new  ones  have  not 
been  created.  In  the  resulting  vacuum  man  is  lost.  Tied  to  the 
minute  hand  of  the  clock,  a servant  of  steel  machines  whose  laws 
are  inflexible,  faced  by  the  insecurities  of  automation,  goaded  by 
ambition  and  aspirations,  scrambling  for  gain  in  a crowded, 
jostling,  materialistic  world,  harassed  by  the  ever-pressing  need 
to  keep  up  with  the  Joneses,  and  disturbed  by  conflict  over  his 
aggression  and  sex  feelings,  modern  man  can  hardly  be  blamed 
if  he  counts  his  ulcers  and  neuroses  instead  of  his  blessings,  and 
if  he  cries  out  to  his  physician  for  the  relief  of  his  inner  tension 
— for  something  that  will  give  him  tranquility  and  peace  of 
mind.  Or  he  may  take  some  other  form  of  self-protection  which 
may  involve  anti-social  patterns  of  living  and/or  the  use  of 
chemicals.  However  it  may  be,  it  is  possible  that  the  individual 
becomes  exposed  to  chemicals,  either  depressant  or  stimulant, 
narcotic  or  non-narcotic.  These  chemicals  help  man  in  his  exter- 
nal and  internal  environmental  adjustments;  as  a result  of  this 
satisfaction,  man  forms  a chemical  dependency  which  may 
progress  to  habituation  or  addiction  to  these  drugs. 


Theories  of  Addiction 

All  addicts,  excepting  the  small  minority  who  require  drugs 
for  the  relief  of  pain  arising  from  serious  organic  disease,  show 
evidence  of  psychiatric  disorders.  Descriptively,  the  neuroses, 
particularly  anxiety  neurosis  and  the  character  disorders,  are 
most  common.  In  the  natural  history  of  addictive  disorders, 
these  conditions  usually  seem  to  precede  the  addiction.  Two 
psychiatric  formulations  of  addiction  are  most  commonly  used: 
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( 1 ) The  symptomatic,  or  psychological  school  which  holds  that 
addicts  are  persons  suffering  from  physical  or  psychic  dis- 
comfort. The  drug  relieves  their  distress  and  this  relief  leads 
to  the  repetition  of  drug  taking,  with  the  consequent 
development  of  tolerance  or  physical  dependence.  In  this 
formulation,  the  choice  of  drug  — opiates,  alcohol,  barbitu- 
rates, or  any  other  agent  — is  accidental,  and  depends  on 
the  drug’s  availability.  Relapse  after  cure  of  physical  addic- 
tion is  due  to  the  pyschiatric  conditions  that  underlie  the 
original  addiction. 

(2)  Psychoanalysts  hold  that  addicts  are  persons  who  have  been 
arrested  at  or  regressed  to  the  oral  stage  of  psychosexual 
development.  In  infancy  and  early  childhood,  a strong 
consistent  father  figure  has  been  lacking  while  the  mother 
has  been  overindulgent  and  rejecting  in  an  inconsistent  way. 
Because  of  the  faulty  psychosexual  development,  the 
individual  comes  to  regard  other  persons,  particularly  his 
mother,  as  objects  for  self-gratification.  Since  all  his  needs 
cannot  be  fulfilled  in  reality,  the  individual  reacts  with 
hostility  to  other  persons,  often  his  mother  or  other  women, 
and  drugs  are  taken  because  of  this  conflict.  Repetitive  use 
of  drugs  is  ascribed  to  the  continuing  need  to  resolve  the 
neurotic  conflict.  In  this  formulation,  as  in  the  psycho- 
biological,  the  choice  of  drugs  is  accidental  and  relapse  is 
due  to  the  psychological  psychic  predisposition. 


Satisfying  Specific  Needs 

Neither  of  these  formulations  is  completely  satisfactory.  The 
number  of  unaddicted  persons  having  such  psychological  traits 
far  exceeds  the  number  who  do  become  addicts.  In  addition, 
under  equal  conditions  of  exposure  to  a variety  of  drugs,  some 
persons  choose  alcohol,  others  opiates,  and  still  others  use  another 
drug.  Wikler  and  Rasor  have  developed  a “pharmacodynamic” 
formulation  of  addiction  which  is  independent  of  personality 
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structure  theories.  Their  theory  is  that  since  opiates  are  known 
to  depress  pain,  sexual  drive,  hunger  and  thirst,  individuals  whose 
main  sources  of  anxiety  are  related  to  these  drives  are  relieved 
specifically  by  heroin  and  morphine  and  will  choose  these  drugs. 
Alcohol  and  barbiturates  impair  behavior  control  and  permit  the 
direct,  aggressive  acting  out  of  conflicts,  and  will  therefore  be 
preferred  by  persons  with  this  sort  of  emotional  need.  It  also 
hypothesized  that  relief  of  abstinence  symptoms  by  taking  drugs 
is  highly  pleasurable,  just  as  is  the  relief  of  hunger  or  thirst 
by  food  or  water.  Through  drugs,  a new  biological  need  has 
been  created,  the  satisfaction  of  which  is  intensely  satisfying. 
Because  of  this,  addicts  like  to  be  physically  dependent  or 
hooked,  and  thus  there  is  the  tendency  to  relapse.  In  addition, 
the  relief  of  abstinence  symptoms  may  lead  to  conditioning,  so 
that  symptoms  may  occur  under  stress  long  after  withdrawal  of 
the  drug.  Such  symptoms  are  interpreted  as  a need  for  the  drug, 
and  enhance  the  tendency  to  begin  using  the  drug  again. 


Testing  Theories 

The  difficulty  with  the  psychobiological  and  psychoanalytic 
theories  of  addiction  is  that  they  cannot  be  tested  experiment- 
ally. The  attraction  of  Wikler  and  Rasor’s  formulation  is  that  it 
can  be  partly  tested  experimentally  in  animals,  especially  the 
aspect  of  the  theory  dealing  with  the  conditioning  of  abstinence. 
Such  conditioning,  which  is  called  drug  acquisitory  behavior,  has 
been  worked  out  in  rats  by  conditioning  experiments  devised  by 
Wikler,  and  in  monkeys  by  M.  H.  Seevers  at  Ann  Arbor, 
Michigan. 

Looking  back  over  the  field  of  the  psychology  of  addiction, 
it  is  evident  that  we  have  had  much  theorizing  but  few  facts. 
The  rapid  development  of  the  new  combined  field  of  experi- 
mental psychopharmacology  augurs  well  for  the  future.  We  can 
expect  that  a steadily  increasing  volume  of  quantitative  data, 
derived  from  rigidly  designed  experiments,  will  become  available 
and  should  shed  much  light  on  drug  action  in  terms  of  psycho- 
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logical  correlates.  Eventually,  such  data  should  lead  to  more 
meaningful  psychological  theories  of  addiction.  It  is  in  this  area 
that  the  greatest  advances  may  come  in  the  future. 


Reasons  for  Drug  Use 

Jacobsen  has  suggested  that  there  are  five  properties  of  drugs 
that  induce  people  to  use  them: 

( 1 ) They  may  combat  fatigue  — for  example,  stimulants  such 
as  caffeine,  cocaine,  and  amphetamine; 

(2)  They  may  raise  a person’s  mood  (spirits)  — alcohol,  bar- 
biturates, morphine,  amphetamine,  meprobamate; 

(3)  They  may  banish  worries  — alcohol,  tobacco,  morphine, 
meprobamate,  Librium,  barbiturates; 

(4)  They  may  induce  sleep  — barbiturates,  chloral  hydrate, 
alcohol,  Doriden; 

(5)  They  may  bring  dreams  — morphine,  cocaine,  marihuana, 
mescaline,  lysergic  acid  (LSD). 

Of  these,  the  second  — raising  the  mood  or  spirits  — is  the 
most  important  and  to  this  property  the  word  euphoria  is  applied. 
Under  the  influence  of  some  drugs,  we  become  actively  conscious 
that  we  are  feeling  well.  This  consciousness  increases  to  the  point 
where  it  feels  as  though  every  fibre  in  our  body  is  telegraphing 
to  our  central  nervous  system  that  all  is  well  — indeed,  has  never 
been  so  well  before.  Euphoria  can  be  so  intense  that  otherwise 
disturbing  sensations  are  completely  disregarded.  The  violent 
nausea  sometimes  occurring  after  the  intake  of  heroin  is  of  no 
consequence  to  the  addiction  prone  individual.  Naturally,  there 
are  grades  of  euphoria  ranging  from  the  point  where  after  a small 
dose  of  alcohol  a person  just  appreciates  his  well  being  and  is 
, ; less  shy  and  withdrawn,  to  the  point  at  which  an  almost  orgasm- 
like feeling  is  experienced,  as  described  by  the  narcotic  user  who 
injects  his  drug  intravenously. 

Man  originally  found  the  chemicals  which  produce  the  reac- 
tions he  likes  by  either  depressing  his  anxiety  or  elevating  his 
mood,  as  a part  of  nature’s  bounty  — in  the  leaves,  juices,  bark 
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and  fruits  of  plants.  In  civilizations  previous  to  ours,  he  dis- 
covered alcohol,  the  result  of  natural  fermentation,  and  he  has 
since  refined  the  process  of  fermentation,  brewing  and  distilla- 
tion. In  comparatively  recent  times,  he  has  been  able  to  isolate 
and  fractionate  chemicals  from  their  raw  form,  and  to  form  new 
products  by  resynthesis.  He  has  progressed  further  to  form  many 
new  and  varied  chemicals  — of  both  the  depressant  and  stimu- 
lant type  by  chemical  synthesis  alone. 


A Definition  of  Terms 

Before  proceeding  further,  it  is  perhaps  best  to  define  our 
terms  of  reference  in  order  to  have  a clear  and  consistent  idea 
of  the  phenomena  relative  to  the  various  drugs  to  which  we  will 
later  refer. 

Drug  addiction  is  a state  of  periodic  or  chronic  intoxication 
produced  by  the  repeated  consumption  of  a drug  (natural  or 
synthetic).  Its  characteristics  include: 

(a)  an  overpowering  desire  or  need  (compulsion)  to  continue 
taking  the  drug,  and  to  obtain  it  by  any  means; 

(b)  a tendency  to  increase  the  dose,  though  some  patients  may 
remain  indefinitely  on  a stationary  dose; 

(c)  a psychological  and  physical  dependence  on  the  effects  of 
the  drug; 

(d)  the  appearance  of  a characteristic  abstinence  syndrome  in  a 
subject  from  whom  the  drug  is  withdrawn;  and 

(e)  an  effect  detrimental  to  the  individual  and  to  society. 

Drug  habituation  (habit)  is  a condition  resulting  from  the 
repeated  consumption  of  a drug.  Its  characteristics  include: 

(a)  a desire  — but  not  a compulsion  — to  continue  taking 
the  drug  for  the  sense  of  improved  well-being  which  it 
engenders; 

(b)  little  or  no  tendency  to  increase  the  dose; 

(c)  some  degree  of  psychological  dependence  on  the  effect  of 
the  drug,  but  an  absence  of  physical  dependence  and  hence 
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an  abstinence  syndrome;  and 

(d)  detrimental  effects,  if  any,  are  primarily  to  the  individual. 


Classification  of  drugs  according  to  effect: 

( 1 ) Sedative  — a drug  which  depresses  the  central  nervous  sys- 
tem, especially  at  its  higher  levels,  so  as  to  allay  nervousness, 
anxiety,  fear  and  excitement,  but  not  normally  to  the  extent 
of  inducing  sleep. 

(2)  Hypnotic  (or  soporific)  — a drug  used  to  induce  sleep.  It 
depresses  the  central  nervous  system  more  profoundly  than 
a sedative  does  but  it  has  a restricted  duration  of  effect. 

(3)  Tranquilizer  (or  ataractic)  — a drug  which  promotes  a 
sense  of  calmness  and  well-being  without  that  degree  of 
depression  of  the  central  nervous  system  commonly  associ- 
ated with  the  action  of  sedatives  or  hypnotics. 

(4)  Stimulant  — a drug  which,  by  its  action  on  the  central 
nervous  system,  temporarily  enhances  wakefulness  and  alert- 
ness, improves  mood  and  lessens  the  sense  of  fatigue. 

(5)  Narcotic  — In  terms  of  physiology  and  pharmacology,  a 
narcotic  is  any  agent  which  brings  about  a reversible  depres- 
sion of  cellular  metabolism  and  activity  in  the  central 
nervous  system.  Substances  included  in  any  of  the  groups 
mentioned  above,  with  the  exception  of  the  stimulants,  may 
therefore  be  regarded  as  narcotics.  In  more  common  par- 
lance and  in  the  proceedings  of  international  agencies  and 
control  organizations  the  word  “narcotic”  is  often  limited  to 
drugs  like  opium,  morphine,  heroin,  pethidine,  cocaine, 
marihuana,  and  so  on,  which  are  subject  to  a measure  of 
international  control. 


History,  Tradition  and  Prohibition 

The  idea  that  the  use  of  or  indulgence  in  drugs  is  wrong  or 
harmful  appears  as  a relatively  recent  entry  in  historical  annals. 
A royal  decree  in  China  in  1729  prohibited  the  sale  and  smoking 
of  opium.  The  smoking  of  tobacco  was  even  punishable  by  death 
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in  parts  of  Germany,  Persia  and  Russia.  At  one  time  in  history, 
Turkish  law  provided  a death  penalty  in  forms  agreeable  to  God 
for  the  violation  of  a tobacco  decree.  It  would  appear  that  the 
chief  reasons  for  the  early  prohibition  of  tobacco,  liquor  and 
drugs  probably  stemmed  from  a well  entrenched,  church  sup- 
ported belief  in  our  masochistic  society  that  any  form  of  indul- 
gence which  is  pleasurable  must,  by  its  very  nature,  be  a sin. 
However,  have  we  ever  stopped  to  think  what  an  underlying 
factor  money  can  be  as  the  real  promoter  of  a controversy  dis- 
guised as  moral,  religious,  ethical  or  scientific  in  its  presentation? 

That  medical  reasons  did  have  some  impact  on  early  prohibi- 
tion is  shown  by  the  condemnation  of  tobacco  by  a medical 
faculty  in  Holland  because  it  blackened  the  brain.  This  type  of 
non-scientific,  prohibitive  thinking  has  been  instrumental  in  the 
appearance  of  varied  prohibitive  legislations  against  narcotics 
and  alcohol  during  the  past  two  decades  — legislation  which  has 
been  disastrous  to  say  the  least.  Over  50  years  ago,  in  an  address 
to  the  Harvard  Law  School,  Oliver  Wendell  Holmes  said,  “An 
ideal  system  of  law  should  draw  its  postulates  from  science. 
As  it  is  now,  we  rely  on  tradition,  on  vague  sentiment,  on  the 
fact  that  we  never  thought  of  any  other  way  of  doing  things  as 
our  only  warrant  for  rules  which  we  can  enforce  with  as  much 
confidence  as  if  they  embodied  revealed  wisdom.  Who  can  give 
reason  of  any  definite  kind  for  believing  that  half  of  the  criminal 
law  does  not  do  more  harm  than  good?” 


II.  Non -Narcotic  Depressive  Drugs 

(1)  Tobacco 

A realistic  survey  of  our  population  reveals  that  after  air, 
food  and  water,  most  adults  (70  to  75  per  cent  of  the  men,  and 
35  to  40  per  cent  of  the  women)  concern  themselves  with  a 
fourth  item  of  consumption  — tobacco.  For  these  millions, 
smoking  in  one  form  or  another  may  be  classed  as  a basic 
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appetite,  a habit  and  a pleasure  not  to  be  lightly  swept  aside. 
Cigarette  smoking,  the  only  socially  acceptable  addiction,  is  con- 
doned and  even  tacitly  encouraged  in  our  society  — a society 
which  reaps  a large  profit  from  the  use  of  tobacco  in  this  form. 
In  Canada,  about  seven  per  cent  of  the  entire  Federal  revenue 
comes  from  tobacco  excise  tax. 

Whether  habitual  cigarette  smoking  is  the  repetition  of  a 
complex  ritual  whose  periodic  re-enactment  has  a calming  effect, 
or  is,  in  reality,  a method  of  administering  the  powerful  alkaloid 
nicotine  at  intervals  to  stave  off  the  pangs  of  withdrawal  symp- 
toms is  controversial.  However,  the  personality  of  the  individual 
appears  to  determine,  in  large  measure,  the  kind  and  degree  of 
smoking  he  does.  Of  the  attempts  to  distinguish  various  types 
of  smokers  from  the  general  mass,  one  of  the  most  interesting 
is  described  in  an  article  by  Kahn  and  Gildea  in  the  Canadian 
Medical  Association  Journal.  These  two  researchers  divided 
smokers  into  two  large  groups:  the  “lusty”  and  the  “tense”. 
While  the  “lusty”  have  appetites  to  satisfy  among  which  is 
smoking,  the  “tense”  have  tensions  to  relieve,  and  one  of  the 
ways  in  which  they  rid  themselves  of  this  tension  is  by  smoking. 
It  is  suggested  that  “lusty”  smokers  are  governed  more  by  the 
act  of  smoking,  while  the  “tense”  smokers  derive  benefit  from 
the  pharmacologic  effects  of  nicotine.  The  preference  of  “tense” 
smokers  for  cigarettes,  a form  of  smoking  in  which  nicotine  is 
especially  available  upon  inhalation,  would  appear  to  bear  this 
out. 

Three  Types  of  Smokers 

Garcia  divided  smokers  into  three  categories.  First,  there  is 
the  complacent  smoker,  who  is  very  similar  to  the  snob  smoker, 
and  who  does  whatever  people  in  his  company  are  doing  at  the 
time.  In  Garcia’s  opinion,  this  group  contains  the  most  smokers, 
and  these  individuals  can  break  their  habit  very  easily.  The 
neurotic  smoker  falls  into  the  second  group.  This  type  of  indi- 
vidual is  incapable  of  inhibiting  useless,  unproductive  or  abnor- 
mal acts.  He  also  adopts  the  gestures  or  attitudes  of  those 
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persons  with  whom  he  associates,  and  allows  himself  to  be 
dominated  by  them.  In  the  third  group  are  the  toxophilic 
smokers,  for  whom  nicotine  and/or  other  agents  in  the  smoke, 
constitute  the  reason  for  smoking.  Suppression  of  their  smoking 
habit  produces  abstinence  symptoms.  It  is  reasonable  to  assume 
that  the  act  of  smoking  is  of  most  importance  to  the  complacent 
and  neurotic  smoker,  while  the  pharmacologic  effect  of  nicotine 
is  of  most  importance  to  the  toxophilic  smoker.  Nevertheless, 
smoking  is  being  spoiled  for  the  public  these  days.  In  spite  of 
the  advertisers’  art  of  presenting  smoking  as  desirable  from 
many  and  varied  points  of  view,  scare  headlines  reveal  statistics 
which  show  that  the  use  of  tobacco  does  indeed  lead  to  cancer 
of  the  oral  cavity  and  the  lungs  and  to  complications  in  the 
cardiovascular  system. 


Physiological  Effects 

As  tobacco  burns,  over  two  hundred  chemicals  appear,  inter- 
act, combine  and  vanish  — for  the  most  part  down  the  smoker’s 
throat.  Nicotine  is  the  most  familiar  component  of  tobacco 
smoke  and  is  responsible  for  its  acute  systemic  toxicity.  This 
chemical  was  first  isolated  from  the  leaves  of  tobacco  in  1843. 
It  has  a transient,  stimulant  action  and  a secondary,  more  per- 
sistent, depression  of  the  ganglia  of  both  the  sympathetic  and 
parasympathetic  nervous  systems.  Even  after  the  butt  is  crushed, 
it  takes  nearly  half  an  hour  for  the  smoker’s  physiology  to  return 
to  a basal  state;  or,  for  those  who  are  addicted,  to  feel  the  need 
for  another  cigarette.  Tolerance  to  nicotine  develops  when  the 
drug  is  repeatedly  administered.  This  is  seen  in  the  reaction  of 
the  confirmed  tobacco  smoker  who  is  unaffected  by  an  amount 
of  the  alkaloid  much  larger  than  that  which  would  produce 
symptoms  in  the  novice.  Approximately  90  per  cent  of  the 
nicotine  in  inhaled  smoke  is  absorbed,  compared  with  from  25 
to  50  per  cent  of  the  nicotine  in  smoke  drawn  only  into  the 
mouth  before  being  expelled. 

Recently,  in  spite  of  the  increased  evidence  of  the  pathology 
wreaked  by  tobacco  smoking,  and  the  popular  desire  to  cut  down 
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smoking,  consumption  figures  produced  by  the  tobacco  industry 
would  indicate  an  increased  consumption  by  the  informed  people. 
Why,  then,  do  people  smoke?  It  would  appear  that  they  smoke 
because  the  satisfactions  they  derive  from  the  habit  are  greater 
than  the  drawbacks.  In  our  GO-GO  society  smoking  helps  us 
relax,  eases  our  tensions  and  provides  pleasure  in  a life  where 
worries  are  many.  Even  when  faced  with  the  possibility  of 
leaving  this  earth  a few  years  early,  the  vast  majority  of  smokers 
prefer  to  play  the  odds  rather  than  forsake  the  habit.  After  all, 
worries  tweak  more  ulcers  than  smoking  ever  could  and  it  is 
interesting  to  speculate  on  the  fate  of  man  if  denied  tobacco  and 
our  next  depressant,  alcohol,  as  they  are  used  by  the  average 
consumer.  However,  the  sheer  perversity  of  the  tobacco  lover 
is  best  expressed  in  these  few  lines  by  Graham  Hemminger: 

“Tobacco  is  a dirty  weed:  I like  it. 

It  satisfies  no  normal  need:  I like  it. 

It  makes  you  thin,  it  makes  you  lean, 

It  takes  the  hair  right  off  your  bean; 

It’s  the  worst  darn  stuff  you’ve  ever  seen: 

I like  it”. 


(2)  Ethyl  Alcohol 

Next  to  tobacco,  the  most  commonly  used  depressant  is  ethyl 
alcohol  which  is  consumed  by  about  70  per  cent  of  the  adult 
population  in  our  culture.  In  its  various  beverage  or  medium 
forms,  alcohol  is  an  addicting  substance  for  those  personalities 
that  become  dependent  on  it  for  the  relief  of  their  symptoms  of 
discomfort,  or  for  those  who  use  it  in  a daily  beverage  pattern. 
An  estimated  two  per  cent  of  the  total  population  in  our  country 
develops  a problem  relative  to  the  use  of  alcohol  and  may  thus 
be  termed  alcoholic. 

On  the  average,  it  takes  about  15  years  for  men  to  move  from 
the  stage  of  regular  or  heavy  use  of  alcohol  to  addiction.  This 
process  takes  between  1 1 and  1 2 years  for  women.  Details  about 
the  many  facets  of  this  chemical  in  human  living  is  a subject 
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worthy  of  much  discussion  but  is  beyond  the  scope  of  this  article. 
However,  it  is  important  that  the  true  perspective  of  the  place  of 
this  chemical  in  human  misery  be  recognized  by  the  helping 
professions. 


(3)  Barbiturates 

This  chemical,  in  the  form  of  barbital,  was  first  introduced 
into  medicine  in  1903  under  the  trade  name  of  Veronal.  In 
1912,  phenobarbital  or  Luminal  was  introduced.  Since  that  time, 
over  2,500  varied  barbiturates  have  been  synthesized,  and  of 
these  over  50  have  been  marketed.  The  early  barbiturates  were 
longer  acting  and  so  tended  to  produce  hangovers.  The  new  ones 
are  short  acting  and  hence  are  more  popular.  Technically,  they 
are  known  as  Sodium  Amytal,  Seconal,  Nembutal,  Pentothal, 
Butisol,  Dial,  Mebaral,  Delvinal  and  Medomin;  in  the  parlance 
of  the  street,  they  are  known  as  “Blue  Bombers”,  “Yellow 
Jackets”,  “Red  Devils”,  “Goof  Balls”,  and  so  on. 

Barbiturates  can  produce  all  degrees  of  depression  of  the 
central  nervous  system  functions  — from  slight  sedation  to  deep 
coma,  and  in  the  case  of  an  acute  over-dosage,  death  from  the 
depression  of  the  respiratory  centre.  The  level  of  action  of 
barbiturates  on  the  nervous  system  is  not  clearly  understood, 
but  is  thought  to  range  from  the  cerebral  cortex  to  the  recticular 
activating  systems  in  particular;  but  barbiturates  do  affect  most 
areas  of  the  brain  to  some  degree.  Barbiturates  have  a wide 
range  of  use  in  medicine  including  the  sedation  of  anxiety,  sleep 
production,  as  an  anaesthetic  for  anticonvulsant  action  and  so  on. 

These  drugs  create  problems  both  in  regard  to  acute  poison- 
ing and  to  addiction  by  chronic  usage.  Acute  poisoning  may 
occur  accidentally  when  barbiturates  are  taken  by  children,  or 
when  an  overdose  of  a prescribed  sedative  is  taken  as  a result 
of  impaired  judgment  or  an  impatience  for  sleep;  acute  poisoning 
may  also  result  from  an  attempt  at  suicide.  Between  1922  and 
1945,  the  number  of  accidental  fatalities  caused  by  barbiturates 
increased  by  300  per  cent,  a rate  of  increase  exceeded  only  by 
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carbon  monoxide  poisoning.  In  1960  and  1961,  barbiturates 
were  the  cause  of  25  per  cent  of  all  accidental  deaths  in  Canada. 

That  barbiturates  can  be  addicting  and  can  cause  physical 
symptoms  of  severe  magnitude  was  recognized  as  early  as  1912 
by  the  Germans.  Isbell  further  demonstrated  this  at  the  U.S. 
Public  Health  Service  Hospital  at  Lexington  in  1950  by  develop- 
ing an  addictive  relationship  to  barbiturates  by  former  morphine 
addicts  in  approximately  five  months.  Addiction  to  barbiturates 
is  regarded  as  a more  insidious  and  serious  disorder  than  is 
addiction  to  narcotics,  since  withdrawal  from  barbiturates  is 
more  severe  and  has  a higher  mortality  possibility  than  with- 
drawal from  narcotics.  Barbiturates  are  often  used  by  narcotic 
addicts  when  a supply  of  narcotics  is  not  available,  and  by 
alcoholics  either  on  withdrawal  or  as  a substitute  for  alcohol. 
They  are  also  used  by  the  chronically  anxious,  psychoneurotic 
person  who  obtains  them  on  a medical  prescription  over  a long 
period  of  time  — until  his  tolerance  grows  and  his  need  becomes 
greater  than  the  prescription  allows.  The  number  of  people 
using  barbiturates  in  this  way  is  not  known,  but  is  estimated  to 
be  very  large.  The  illicit  market  in  these  drugs  has  grown  in 
recent  years  so  that  in  spite  of  increased  regulations  in  prescrip- 
tion control  set  down  in  1953,  it  became  necessary  in  1961  to 
include  these  regulations  under  the  Controlled  Drug  Regulations; 
to  put  their  supervision  under  the  Division  of  Narcotic  Control, 
Department  of  National  Health  and  Welfare;  and  to  make  the 
abuse  of  these  controls  an  indictable  offense. 


(4)  Tranquilizers 

The  term  tranquilizer  covers  a multitude  of  drugs  that  are 
fast  growing  in  number.  Some  of  these  are  dangerous  medically 
and  are  already  known  to  be  addictive;  with  others,  we  do  not  as 
yet  know  what  the  long-range  effects  will  be.  There  are  however, 

three  main  groups: 

(a)  The  first  of  this  group  of  drugs  was  discovered  in  India 
where  it  was  used  for  centuries  in  powdered  root  form  for 


[27] 


the  treatment  of  a wide  variety  of  disorders,  especially 
certain  types  of  insanity.  The  drug  is  called  Rauwolfia  and 
is  a product  of  a plant  known  as  Rauwolfia  serpentina.  In 
1931,  a number  of  alkaloids  isolated  from  this  plant  were 
shown  to  have  the  ability  to  lower  blood  pressure  in  the 
hypertensive  patient,  and  to  have  a mood-modifying  effect 
in  psychiatric  patients  with  anxiety  features.  Synthetic 
preparations  of  the  alkaloid  Reserpine  have  now  been 
developed  and  are  known  as  Serpasil  and  Reserpoid.  These 
drugs  are  known  to  cause  depression  but  as  yet  no  tolerance 
or  addictive  properties  have  been  reported.  However,  the 
side  effects  experienced,  plus  the  development  of  new  com- 
pounds in  the  succeeding  series,  soon  supplanted  this  prep- 
aration. 


(b)  Meprobamate  — Under  this  classification  are  two  drugs 
known  as  Equanil  and  Miltown.  Developed  in  the  1950’s, 
they  resemble  their  precursor,  Mephenesin,  and  have  since 
replaced  this  latter  compound  which,  in  my  observation 
during  its  limited  period  of  use,  became  associated  with 
psychological  dependence  and  tolerance  in  chronic  usage. 
Early  enthusiasm  for  the  meprobamate  drugs,  and  the  belief 
that  since  they  had  only  peripheral  action  on  the  nervous 
system  (which  further  research  has  disproved),  and  thus 
were  safe  from  addiction,  made  them  extremely  popular 
for  the  relief  of  nervous  tension.  So  much  so  that  they 
rapidly  outsold  aspirin  in  the  United  States,  and  the  pro- 
duction for  consumption  was  phenomenal.  Gradually,  how- 
ever, reports  relating  to  the  addiction  potential  of  these 
drugs  grew.  Equanil  and  Miltown  were  found  to  be  used 
quite  extensively  by  people  who  formerly  were  addicted 
to  alcohol  and  barbiturates.  These  people  developed  con- 
siderable tolerance  and  had  fairly  severe  withdrawal  symp- 
toms including  convulsive  seizures.  Thus,  it  became  obvious 
from  varied  sources  that  meprobamate  was  a potentially 
addicting  chemical  for  those  addiction  prone  people  who 
exceeded  the  therapeutic  dose. 
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(c)  Other  tranquilizers  of  the  phenothiazine  group,  including 
Largactil,  Sparine,  Pacatal,  Trilafon,  Phenergan,  Mellaril, 
Stelazine  and  so  on,  are  used  relatively  frequently.  Thera- 
peutic dosage  of  these  drugs  may  vary  considerably  in 
amount  depending  on  the  degree  and  severity  of  sympto- 
matology, and  may  be  used  for  variable  periods  of  time  with 
no  recorded  addiction  problems.  Chlordiazepoxide  (or 
Librium)  is  reported,  like  barbiturates  and  meprobamate,  to 
be  a potentiator  of  alcohol  and  to  have  a cross-tolerance 
relationship  to  alcohol.  Cases  are  being  reported  where 
dependence  and  tolerance  to  this  drug  have  been  observed, 
but  I have  seen  very  little  in  the  way  of  physical  symptoms 
on  withdrawal.  In  this  regard,  the  future  of  Valium 
(Diazipan),  which  is  widely  used,  must  await  the  test  of  time. 

The  tranquilizer  series  would  not  appear  to  be  primary 
addicting  drugs  in  that  there  is  no  “kick”  or  conscious  change 
as  experienced  with  alcohol,  barbiturates  or  opium  derivatives. 
Tranquilizers  are,  however,  secondarily  addicting  when  used  to 
treat  or  ameliorate  symptoms  in  people  who  have  been  addicted 
to  other  chemicals.  This  would  appear  related  to  the  sub-cortical 
areas  of  pharmacologic  action. 


(5)  Chloral  Hydrate 

This  drug  was  first  made  in  1832  and  used  medically  in  1869. 
A chlorinated  derivative  of  ethyl  alcohol,  it  has  a hypnotic  and 
sedative  property  and  as  such,  may  cause  acute  poisoning  when 
taken  in  overdose.  When  used  in  mixtures  with  alcohol  as 
knock-out  drops,  it  may  be  dangerous  to  life.  Continued  use  of 
chloral  hydrate  may  lead  to  habituation  with  tolerance  and 
addiction,  and  with  delirium  frequently  being  seen  on  with- 
drawal. This  drug  is  irritating  to  the  stomach,  and  injurious  to 
the  liver  and  kidneys;  thus,  it  was  rapidly  replaced  in  the  first 
half  of  the  20th  century  by  the  popular  barbiturate  drugs. 
During  the  past  decade,  chloral  hydrate  has  been  used  therapeuti- 
cally more  frequently  since  barbiturates  have  become  suspect. 
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(6)  Paraldehyde 

Paraldehyde  was  discovered  in  1829.  A polymer  of  acetalde- 
hyde, it  is  more  potent  and  more  toxic  than  ethyl  alcohol,  but 
less  potent  and  less  toxic  than  chloral  hydrate.  Occasionally  it 
becomes  a preferred  substitute  drug  by  the  alcohol  addict  who 
has  been  introduced  to  it  for  the  treatment  of  alcohol  with- 
drawal symptoms.  It  is  an  addicting  drug  and  may  also  cause 
death  in  overdosage.  Delirium  is  frequently  seen  on  the  with- 
drawal of  paraldehyde. 


(7)  Bromides 

The  bromide  element  was  first  discovered  in  1826  in  the 
waters  of  the  Mediterranean  Sea.  By  1850,  its  effects  as  a 
depressant  of  the  nervous  system  were  being  recognized  in  cases 
where  it  had  been  tried  as  a therapeutic  tool  for  other  diseases. 
Over  the  years,  bromide  became  quite  widely  used  as  a sedative 
and  anti-epileptic  drug.  It  became  popular  in  medications  such 
as:  triple  bromides,  used  to  relieve  stomach  distress  — for 
example,  Bromo  Seltzer;  cold  remedies;  and  hypnotics  such  as 
Calmex,  Nytol,  Carbromal  and  Bromalate.  In  the  body,  bromide 
accumulates  and  replaces  the  chloride  element  in  the  body 
chemistry.  There  may  be  disturbances  from  intoxication  on 
ingesting  these  drugs,  ranging  to  dermatitis  and  psychosis  from 
their  accumulation  in  the  body.  This  drug  has  a habituating 
property  for  certain  addiction-prone  personalities  who  use  it  as  a 
substitute  for  their  favored  drug  of  addiction. 


(8)  Doriden 

This  drug,  known  generically  as  glutethimide,  is  reported  to 
be  an  oral  non-barbiturate  sedative-hypnotic.  This  is  to  potenti- 
ally designate  it  as  being  safe  as  a non-barbiturate.  It  has  been 
recognized,  however,  that  emotionally  dependent  or  addiction 
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prone  personalities  will  become  psychologically  dependent  on 
Doriden,  and,  over  a period  of  time,  will  increase  the  dose  rela- 
tive to  their  tolerance  factor.  The  manufacturer  of  this  drug 
suggests  gradual  withdrawal;  and,  in  some  cases,  I have  noted 
tremor  on  withdrawal. 


(9)  Methyl  Parafynol 

Known  generically  as  methyl  parafynol,  Dormison  is  a mild 
sedative.  In  the  few  cases  I have  seen,  tolerance  developed  for 
sleep  purposes.  Death  has  been  reported  from  cardiac  arrest  in 
overdose.  Dormison  also  causes  considerable  gastro-intestinal 
distress  when  taken  in  larger  dosages.  In  this  series  is  another 
commonly  used  sedative-hypnotic  called  Placidyl. 


(10)  Ureides 

These  chemicals,  which  are  related  structurally  to  barbitu- 
rates, include  Sedicin,  Sedormid,  Persomnia.  They  have  a weak 
hypnotic  action  and  were  thought  to  be  safe  enough  for  over-the- 
counter  sale  in  drug  stores.  They  quickly  increase  in  tolerance 
relative  to  their  ability  to  produce  sleep  and,  at  best,  serve  to 
tide  a person  over  until  a more  reliable  hypnotic-sedative  can  be 
procured.  Since  the  development  of  controls  on  these  drugs  in 
1961,  some  of  them  have  been  removed  from  the  market  because 
their  popularity  was  based  on  their  availability  rather  than  on 
any  recognized  therapeutic  value. 


III.  Narcotic  Depressive  Drugs 

In  1680,  Sydenham  wrote  “Among  the  remedies  which  it 
has  pleased  Almighty  God  to  give  to  man  to  relieve  his  sufferings, 
none  is  so  universal  and  so  efficacious  as  opium”.  In  recent  years 
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the  narcotic  drug  addict  has  often  remarked  to  me,  “If  God  has 
anything  better  than  “H”  (heroin)  then  He  must  have  kept  it  for 
Himself”.  These  two  statements  sum  up  the  role  that  opium,  its 
derivatives  and  in  more  recent  years,  the  synthetic  narcotics, 
have  played  in  the  life  of  man.  Opium  has  been  known  to  man 
back  beyond  the  records  of  history,  in  civilizations  prior  to  ours. 
Obtained  from  the  juice  of  the  poppy  plant  indigenous  to  Asia 
Minor,  the  use  of  opium  was  first  recorded  in  Greek  writings 
of  the  third  century,  B.C. 

Until  well  into  the  19th  century,  opium  was  used  in  crude 
extracts  such  as  tincture  of  opium  or  laudanum,  elixir  of  opium 
or  paregoric,  in  camphorated  form,  and  in  dried  form  in  Dover’s 
Powder.  The  alkaloids  of  opium  represent  about  25  per  cent  by 
weight  of  the  gummy  mass  which  is  the  dried,  milky  juice  of  the 
poppy  grown  in  Egypt,  India,  China,  Turkey,  Iran,  Yugoslavia, 
Bulgaria,  Greece,  Macedonia,  Afghanistan,  Kashmir,  Pakistan, 
Burma,  Thailand  and  Indo-China,  and  in  some  parts  of  the 
U.S.S.R.,  Mongolia,  North  Korea,  Mexico  and  Argentina.  For 
thousands  of  years,  opium  has  been  used  as  a drug  for  the  relief 
of  human  affliction,  and  as  an  anaesthetic  by  drinking  it  as  an 
infusion.  The  smoking  of  opium,  first  a major  problem  in  China, 
is  only  some  hundreds  of  years  old.  Now,  however,  there  is  a 
world-wide  spread  of  addiction  related  to  this  drug  and  its  alka- 
loids. The  United  Nations  Committee  on  Narcotic  Drugs  has 
been  attempting  to  develop  a means  of  controlling  the  production 
and  distribution  of  opium  for  medical  purposes  so  that  the  world 
production  can  be  held  to  about  450  tons  per  year.  This  is  the 
amount  estimated  to  be  necessary  for  medicinal  purposes  — in 
contrast  to  the  present  estimated  production  of  about  2,800  tons 
of  opium  per  year. 


The  Myth  About  Narcotics 

In  recent  times  in  both  the  United  States  and  Canada,  it  has 
become  apparent  that  there  is  a necessity  for  a review  and 
revision  of  our  methods  of  controlling  narcotics  for  human  use, 
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especially  with  reference  to  people  suffering  from  narcotic  addic- 
tion. Perhaps  a review  of  the  development  of  this  perplexing 
situation  will  present  certain  valuable  lessons  which  will  help  us 
in  our  attitudes  and  our  methods  of  controlling  that  vast  array 
of  medications  constantly  being  developed  to  insulate  man  from 
anxiety  in  this  chemical  age  of  living.  There  is  an  apparent  con- 
trast in  the  rate  of  addiction  and  the  methods  of  handling 
addiction  in  European  countries  as  compared  with  that  in  the 
North  American  continent.  What  does  this  mean  for  us  in 
attempting  to  solve  our  dilemma?  Should  we  heed  their  experi- 
ence or  continue  with  the  defense  that  we  are  a different  culture 
and  therefore  their  experience  is  not  pertinent? 


Opium  and  the  Civil  War 

There  is  not  much  comment  on  the  use  of  opium  in  the  U.S. 
until  after  the  Civil  War.  During  this  period,  the  use  of  morphine 
via  needle  injection  came  to  be  used  both  for  the  maimed  and 
suffering  soldiers  and  for  their  anguished  relatives.  However,  in 
spite  of  this  obvious  relationship  of  emotional  factors  with  drug 
use  for  relief,  the  main  emphasis  became  focused  on  the  physical 
or  enslavement  properties  of  opium  and  its  derivatives.  The  shift 
from  alcohol  to  opium  was  regarded  as  fearful,  and  it  coincided 
with  the  beginnings  of  the  factual  and  semantic  distortions 
leading  to  the  introduction  of  drastic  legal  and  administration 
methods  of  addiction  control.  On  the  basis  of  the  need  to  reduce 
and  cure  the  slavery  to  opiates,  there  developed  an  enormous 
mass  of  misinformation  about  their  physical  and  moral  effects. 
By  implication,  a similar  situation  has  developed  around  mari- 
huana and  a neglect  of  the  serious  effects  of  alcohol  has  been 
a resultant.  The  collectors  and  disseminators  of  this  misinforma- 
tion have  included  sincere  laymen  and  law  enforcement  people, 
as  well  as  otherwise  competent  physicians.  In  their  enthusiasm 
and  zeal,  they  have  focused  more  on  the  vice  factors  rather  than 
on  a balanced  accurate  appraisal  of  drug  addiction.  This  has 
resulted  in  the  revulsion  of  the  general  public  towards  the  addict, 
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making  him  suspect  in  a much  broader  sense.  The  fact  that  many 
addicts  are  capable  of  being  productive  workers  and  good  citizens 
while  using  narcotics  is  ignored  and  emphasis  is  placed  on  the 
fact  that  some  addicts  are  unreliable  or  have  peculiar  personali- 
ties — as  if  to  imply  that  this  is  the  typical  addict. 


From  Medicol  to  Criminal  Addiction 

After  the  Harrison  Act  became  law  in  the  U.S.,  there  began 
a widespread  indictment  and  imprisonment  of  physicians  for 
narcotic  violations.  This  occurred,  according  to  Dr.  Lawrence 
Kolb,  despite  the  fact  that  only  a small  percentage  of  the  physi- 
cians prosecuted  over  the  years  have  been  guilty  of  doing  any- 
thing contrary  to  the  best  of  medical  practice  — which  the  act 
purported  to  allow.  The  result  was  that  physicians  discontinued 
their  practice  of  treating  addicted  people  in  order  to  preserve 
their  freedom  and  reputations  as  honest  men.  This  action  of  the 
physicians  seems  to  relate  in  time  to  the  beginning  of  petty 
crimes  being  committed  by  addicts  in  order  to  secure  the  drugs 
which  could  prevent  their  suffering  and  possible  death.  This,  in 
turn,  led  to  a popular  misbelief  that  the  drugs  themselves  had  a 
sinister  property  which  could  change  normal  people  into  moral 
perverts  and  criminals,  and  this  progressed  to  the  more  recent 
belief  that  all  addicts  are  criminals  — thus  lending  support  to 
those  whose  answer  to  addiction  is  solely  via  legal  controls,  no 
matter  how  sophisticated  their  disguise  may  be. 

The  ever  increasing  supervision  and  inspection  of  physicians, 
and  the  making  of  veiled  if  not  actual  threats  by  narcotic  control 
officers,  has  caused  many  physicians  to  retreat  so  far  from 
rational  thinking  about  narcotics  that  even  they  tend  to  believe 
the  myths  that  engulf  the  subject.  Others  may  become  so  over- 
zealous  in  their  attempts  to  help  the  addict  that  their  emotional 
involvement  may  leave  them  open  to  technical  rather  than  thera- 
peutic violations  of  the  Act,  and  to  potential  entrapment  as  well 
— and  in  all  cases  in  the  U.S.  as  in  Canadian  law,  the  burden  of 
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proof  is  on  the  accused.  In  all  of  this,  newspapers  have  been 
an  unwitting  and  irresponsible  tool,  a secondary  source  of  propa- 
ganda which  has  been  very  effective  in  distorting  public  opinion. 


The  Problem  in  Canada 

Numerically,  the  problem  of  narcotic  addiction  is  not  large 
in  Canada.  The  1962  figures  from  the  Narcotic  Control  Division 
of  the  Department  of  National  Health  and  Welfare  indicate  that 
there  are  at  least  3,656  narcotic  addicts  in  this  country.  Of  this 
total  number,  there  are  3,136  criminal  or  street  addicts,  306 
medical  addicts  (addicted  in  the  course  of  medical  or  other  treat- 
ment) and  134  professional  addicts  (doctors,  nurses,  dentists, 
druggists  and  veterinarians).  In  order  of  their  highest  incidence, 
narcotic  addicts  are  found  in  the  Vancouver  area,  the  Toronto- 
Hamilton-Windsor  area,  and  the  Montreal  area.  Whereas  the 
problem  of  narcotic  addiction  is  not  as  high,  numerically,  as  that 
of  other  drug  relationships,  it  does  have  widespread  socio- 
economic complications.  But  most  of  all,  narcotic  addiction 
seems  to  serve  as  a focus  of  public  and  police  anxiety,  rather 
than  being  regarded  in  a proper  perspective  more  suited  to  this 
modern  age  of  chemical  living. 

The  seven  narcotic  drugs  most  commonly  encountered  in 
legal  and  illegal  use  in  our  society  are  as  follows: 


(1)  Morphine 

Morphine  was  the  first  alkaloid  to  be  isolated  from  opium, 
and  this  was  done  in  Germany  in  1803.  A highly  addicting  drug, 
the  average  dose  of  morphine  for  a normal  person  is  Vs  - 14  of  a 
grain,  with  one  grain  being  fatal.  The  tolerance  of  the  addict, 
however,  may  be  such  that  he  will  use  10  grains  or  more,  several 
times  per  day.  Morphine  is  used  more  by  medical  and  pro- 
fessional addicts  than  by  the  street  addicts  who  prefer  heroin. 
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The  use  of  morphine  became  quite  popular  in  the  United  States 
during  the  Civil  War,  and  it  was  also  at  this  time  that  the 
hypodermic  method  of  administration  was  developed.  In  street 
parlance,  morphine  is  called  “M”,  “Junk”,  “White  Stuff”, 
“Emma”,  and  so  on. 


(2)  Heroin 

This  drug  is  a product  of  morphine  made  by  mixing  mor- 
phine and  acetic  acid.  Discovered  in  1898,  heroin  at  first  was 
believed  to  be  a safe  substitute  for  morphine  which  had  been 
found  to  be  highly  addictive  in  a period  of  a few  weeks  to  a 
couple  of  months  of  usage.  Experience  proved,  however,  that 
heroin  was  even  more  addictive.  Available  only  on  the  illicit 
market,  it  has  always  been  the  street  addict's  drug  of  choice  since 
it  has  a higher  euphoriant  effect  and  lasts  a shorter  time.  In 
street  parlance,  it  is  referred  to  as  “H”,  “Horse”,  “Harry”,  et 
cetera. 


(3)  Codeine 

Codeine  was  first  isolated  from  opium  in  1832,  but  it  may 
also  be  made  from  morphine.  It  is  addictive,  but  not  to  the  same 
extent  as  morphine  or  heroin.  It  may  be  obtained  in  many  ways, 
most  frequently  by  taking  C-2  or  222  tablets  in  large  doses,  or 
by  drinking  a cough  mixture  containing  codeine. 


(4)  Demerol 

This  is  a synthetic  narcotic  which,  at  first,  was  felt  to  be  a 
non-addictive  substitute  for  morphine.  As  with  heroin,  however, 
this  proved  not  to  be  the  case.  Demerol  is  a favorite  drug  of  the 
professional  and  medical  addict,  but  it  is  used  occasionally  by 
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street  addicts.  Dosage  is  usually  higher  for  effect  and  some 
authorities  consider  it  to  be  more  dangerous  than  heroin  since 
convulsions  may  occur  in  withdrawal. 


(5)  Methadone 

Methadone  is  a synthetic  drug  developed  during  World  War 
II.  An  addictive  drug,  it  may  be  used  as  a substitute  for  mor- 
phine. Since,  however,  withdrawal  from  Methadone  is  slower 
in  onset  and  milder  than  withdrawal  from  morphine,  heroin  or 
Demerol,  it  is  frequently  used  as  a substitute  until  the  addict 
achieves  stability,  at  which  time  it  is  withdrawn.  The  average 
replacement  dose  varies  from  20  to  40  milligrams  every  4 to  6 
hours  by  mouth,  progressively  reducing  this  dose  over  7 to  14 
days. 


(6)  N.  - Allynormorphine  - Nalline 

This  is  a morphine-related  substance  prepared  from  codeine, 
and  it  is  an  effective  antidote  for  morphine,  heroin,  and  Metha- 
done poisoning.  It  may  also  be  used  to  check  if  a person  is 
using,  or  addicted  to  Demerol  or  one  of  the  three  drugs  men- 
tioned above.  If  the  addict  has  had  one  “fix”,  a reaction  may 
be  detected  in  the  pupils  of  his  eyes;  if  he  is  addicted  or  “wired”, 
withdrawal  symptoms  will  be  precipitated.  In  street  parlance,  it 
is  called  “Babo”  since  it  “takes  the  user  to  the  cleaners”. 


(7)  Marijuana  or  Marihuana 

Marihuana  has  an  ancient  background.  It  originates  in  various 
hemp  plants  the  world  over,  and  its  active  ingredients  will  vary 
in  potency  with  the  different  names  — such  as  hashish,  bhang, 
ganja,  and  marihuana — -used  to  describe  it.  The  drug  is  taken 
habitually  for  its  psychic  effects  by  millions  of  people  in  all  parts 
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of  the  world.  Preparations  of  hemp  are  smoked,  chewed,  ingested 
and  snuffed. 

Marihuana  smokers  notice  a lightness,  a feeling  of  power 
and  distortions  of  time  — space  and  kinesthetic  sensations  which 
are  usually  regarded  as  pleasurable.  Some  smokers  describe 
distortions  of  body  sensation  with  feelings  that  their  arms  and 
legs  are  no  longer  attached  to  their  bodies  or  that  their  head  is 
much  larger  than  it  is  in  reality.  Marihuana  smoking  is  often 
accompanied  by  laughter  similar  to  that  seen  in  mild  alcohol 
inebriation.  In  some  people,  this  drug  increases  sexual  drive  — 
a factor  ascribed  to  its  use  in  mixed  parties.  It  also  creates  a 
voracious  appetite  in  contrast  to  the  opiates.  Artists  and  musi- 
cians claim  an  increase  in  perception,  both  in  the  appreciation  of 
the  work  of  others  or  of  their  own  work  while  under  the 
influence  — but  they  will  admit  that,  in  reality,  this  is  not  true 
when  they  actually  see  their  art  production  or  hear  their  musical 
output  recorded  on  tape.  Some  say  that  the  intoxicating  effect 
of  one  marihuana  cigarette  is  no  more  than  that  of  one  drink 
of  whisky.  The  fact  that  a smoker  found  with  one  cigarette  may 
be  sent  to  penitentiary  is  fantastic  and  ridiculous  when  compared 
with  the  use  of  alcohol  and  its  effects.  The  situation  is  really  a 
disgrace  to  our  civilization  and  merits  much  consideration. 


Danger  of  Addiction? 

There  has  been  some  contrast  in  the  reported  characteristics 
of  marihuana  smoking  as  presented  by  the  law  enforcement 
agencies  and  the  people  who  regularly  smoke  this  weed.  Law 
enforcement  agencies  present  it  as  a vicious  habit  which  is 
spreading  to  teenagers  in  schools,  which  is  associated  with  sexual 
violence  and  perversion,  and  which  leads  directly  to  heroin 
addiction.  Confirmed  smokers  report  an  average  consumption 
of  four  to  10  cigarettes  per  day,  with  no  (or  very  little)  increase 
in  tolerance,  with  varied  psychic  dependence,  with  no  with- 


[38] 


drawal  symptoms,  and  with  no  problem  associated  with  disuse 
when  it  is  not  available.  The  only  link  with  narcotic  drugs  is 
that  marihuana  is  illegal.  People  are  forced  into  similar  areas 
and  methods  of  dealing  for  marihuana  as  others  are  for  heroin 
and,  at  times,  this  availability  and  association  may  lead  to  a 
change  of  drug  habit  from  marihuana  to  heroin. 


IV.  Hallucinogenic  Drugs 

When  discussing  the  hallucinogenic  — or  psychomimetic  or 
dysleptic  — drugs,  it  should  be  pointed  out  that  despite  the  recent 
interest  in  LSD  25  and  the  resulting  clamor  by  both  lay  and 
professional  people,  these  drugs  are  as  old  as  our  culture,  and 
their  use  and  abuse  has  waxed  and  waned  with  the  spirit  of  the 
times.  To  mescaline  and  ololiqui,  however,  there  have  now  been 
added  the  derivatives  of  lysergic  acid,  psilocybin  and  psilocin, 
some  other  psychoactive  tryptamine  derivatives  like  bufotenine, 
dimethyltryptamine,  and  diethyltryptamine,  and  a number  of 
atropine-like  substituted  phenylglycolates  including  phenyl  cycli- 
dene  and  butoxamine.  These  drugs  have  in  common  an  ability 
to  induce  sharp  changes  in  states  of  awareness,  perception,  self- 
perception, self-communication  and  communication  with  others 
— changes  which  are  exquisitely  dependent  on  the  situation  and 
the  social  setting  in  which  these  drugs  are  given. 

It  is  not  within  the  scope  of  this  review  to  examine  either 
the  promise  of  these  drugs  as  a therapeutic  agent  or  as  a research 
tooi  to  examine  communicative  or  integrative  capacities  of  the 
nervous  system.  However,  it  must  be  recognized  that  the  pub- 
licity given  to  these  compounds,  and  in  particular  to  LSD  25, 
has  created  what  might  be  described  as  a professional  and  lay 
hysteria  — to  the  point  where  the  use  of  such  drugs  as  a cure-all 
in  practice  is  questionable,  as  is  the  spread  of  their  use  through 
illicit  channels  to  those  personalities  who  like  the  ‘'way  out 
feeling”  that  this  type  of  drug  provides.  In  Canada,  this  concern 


[39] 


has  resulted  in  the  restriction  of  LSD  25  for  research  purposes 
only  at  the  present  time. 


(1)  Peyote  or  Mescaline 

This  drug  is  obtained  from  a cactus  plant  which  grows  in  the 
Rio  Grande  Valley  of  the  United  States.  Various  American 
Indian  tribes  chew  peyote  buttons  — the  top  of  the  cactus  plant 
which  has  been  cut  off  and  dried  — for  religious  purposes.  The 
Indian  believes  that  God  has  put  some  of  His  Holy  Spirit  into 
the  peyote  and  the  changes  in  perception  that  follow  the  chew- 
ing of  the  drug  are  associated  with  this  belief.  This  belief  has 
stemmed  from  the  ancients  who  regarded  drugs  as  God-given 
gifts  and  praised  those  that  were  pleasurable  and  mood  lifting. 
For  centuries,  drugs  played  a role  in  tribal,  war  and  religious 
ceremonies.  The  visual  hallucinations  experienced  are  of  varied 
types;  however,  the  individual’s  remaining  senses  are  left  and  he 
retains  insight.  Since  this  drug  is  rapidly  excreted,  its  effects  wear 
off  in  a few  hours.  Mescaline  has  been  used  experimentally  to 
produce  schizophrenic-like  effects.  It  is  also  used  sometimes  by 
musicians  and  other  addicts  for  its  ability  to  induce  perceptual 
changes  which  are  quite  similar  to  those  of  the  synthetic  LSD 
(lysergic  acid  diethylamide). 


(2)  Lysergic  Acid  Diethylamide  or  LSD  25 

This  is  one  of  a group  of  drugs  which  have  the  power  to 
produce  hallucinations  and  are  thus  termed  “hallucinogenic”. 
These  random  images  become  transformed  into  vivid  phantasies 
when  LSD  is  used  in  therapy,  and  the  drug  is  thus  better  termed 
psycholytic  or  mind-loosening  and  psychedelic  or  mind- 
expanding. 

These  phantasies,  developed  by  the  careful  direction  of  the 
therapist  or  therapeutic  group,  bring  into  consciousness  factors 
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of  the  life  situation  long  hidden  or  repressed  in  the  unconscious 
by  fear,  guilt,  prejudice  or  other  psychological  resistance.  The 
dosage  of  drug  which  may  be  taken  orally  or  by  injection  varies 
from  25  to  400  micrograms.  Tolerance  is  very  rapidly  developed 
and  for  therapeutic  purposes,  successive  sessions  are  spaced  at 
intervals  to  accommodate  this  factor.  Those  who  practice  with 
LSD  believe  that  the  drug  results  in  a selective  undoing  of  the 
ego  functions,  each  process  uncovering  and  bringing  into 
consciousness  earlier  ego  images.  The  mechanism  of  this  action 
is  not  known.  Conscious  recollection  of  these  events  is  main- 
tained, and  it  has  been  observed  that  patients  will  relive  the 
feeling  and  thoughts  of  childhood  and  can  identify  with  the  age 
period  represented.  These  memories  can  then  be  recalled  at  later 
dates  without  the  aid  of  the  drug  for  further  therapeutic  value. 


Controversial  Claims 

The  value  of  LSD  and  allied  drugs  is  still  very  controversial. 
Some  authors  claim  almost  miraculous  changes  in  various 
personality  disorders  among  which  alcoholism  and  drug  addic- 
tion are  cited.  These  are  so  miraculous  at  times  that  they  almost 
border  on  being  foolish.  We  must  consider  that  we  have 
developed  a drug  intoxication  in  the  patient,  and  so  his  experi- 
ence as  he  relates  it,  may  be  open  to  question  as  to  its  truth  in 
fact  — even  though  patients  recall  events  which  they  later  claim 
are  confirmed  by  other  sources.  On  the  other  side  of  the  coin, 
we  must  be  aware  of  the  suggestive  factor  of  the  therapist  and 
his  beliefs  psychodynamically,  his  interpretation  of  the  patient’s 
data,  to  the  time  of  the  LSD  therapy  and  his  belief  in  the  efficacy 
of  LSD,  which  in  my  contact  with  LSD  therapists  has  at  times 
bordered  on  the  ecstatic.  Certainly  at  this  time,  with  our 
limited  experience,  we  should  keep  an  open  mind  with  regard  to 
the  value  of  LSD  and  not  get  over  enthused  nor  overly  prohibi- 
tive. We  must  be  cautious  in  our  selection  of  patients  for  its  use 
as  pre-psychotic  states  have  been  uncovered  and  made  florid  by 
LSD,  and  post-LSD  depressions  have  led  to  suicide. 
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V.  Stimulant  Drugs 

(1)  Caffeine 

Caffeine  is  found  in  a large  number  of  plants  widely  dis- 
tributed throughout  the  world.  Wherever  these  plants  are  indi- 
genous, natives  use  their  aqueous  extracts  as  beverages,  and  the 
consumption  of  some  of  these  beverages  — such  as  coffee,  tea 
and  cocoa  — is  practised  all  over  the  civilized  world.  In  plant 
form,  caffeine  is  usually  found  with  two  other  stimulants  — theo- 
phylline and  theobromine.  It  is  also  to  be  found  in  synthetic 
form  in  such  tablets  as  A.P.C.&C.,  C-2’s,  222’s  and  so  on.  It 
stimulates  all  portions  of  the  brain,  and  its  main  action  is  on 
psychic  and  sensory  function.  It  produces  a more  rapid  and 
clear  flow  of  thought,  and  allays  drowsiness  and  fatigue.  There 
is  a keener  appreciation  of  sensory  stimuli,  as  well  as  more 
sustained  intellectual  effect  and  a more  perfect  association  of 
ideas. 

The  average  cup  of  tea  and  coffee  contains  approximately 
the  same  amount  of  caffeine  — about  100  to  150  milligrams. 
The  degree  to  which  a person  is  stimulated  by  a given  amount 
of  caffeine  varies,  and  is  possibly  related  to  the  temperament  and 
personality  development  of  the  individual.  Some  persons  may 
find  a single  cup  toxic.  Over-indulgence  in  caffeine  may  lead  to 
chronic  intoxication,  with  irritability  and  insomnia.  Psychic 
dependence  can  develop  to  caffeine,  with  the  result  that  some 
people  become  heavy  coffee  drinkers  or  take  a large  number  of 
222’s  each  day.  The  coffee  with  its  oils  may,  in  addition,  irritate 
the  stomach  and  cause  diarrhoea;  tea  with  its  tannin  may  pro- 
duce constipation;  222’s  containing  acetylsalicylic  acid  and 
phenacetin  may  cause  excess  sweating  and  methemoglobinemia. 
However,  the  morning  coffee  habit,  which  is  reinforced  through- 
out the  day,  appears  to  be  an  American  cultural  habit,  and  a 
daily  dose  of  from  five  to  eight  cups  of  coffee  should  not  cause 


' 
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adverse  symptoms  from  the  caffeine  in  a person  of  average 
weight. 


(2)  Amphetamine 

This  drug  was  discovered  in  1930.  It  resembles  ephedrine 
but  is  a more  powerful  stimulant  of  the  central  nervous  system. 
Amphetamine  occurs  in  many  forms  and  combinations  of  benze- 
drine and  dexedrine.  It  is  commonly  used  by  some  personalities 
to  enhance  their  performance,  alertness,  to  increase  their  initia- 
tive, to  elevate  their  mood,  for  enhanced  confidence,  euphoria 
and  elation,  for  a lessened  sense  of  fatigue,  increased  motor  and 
speech  activity,  and  an  increased  ability  to  concentrate.  It  does 
this  by  increasing  the  drive  force  to  overcome  superego  controls 
and  hence  there  is  often  a resultant  depression  when  the  drug 
wears  off.  Amphetamine  is  also  used  in  weight  reduction,  and 
often  overweight  people  with  vulnerable  personalities  will  form 
a habit  to  the  drug.  Another  drug  with  a potentially  similar 
relationship  is  Preludin  or  Phenmetrazine. 

Amphetamine  is  commonly  used  by  alcoholic,  barbiturate 
and  narcotic  addicts  who  may  term  them  ‘‘happy  pills”,  and  by 
athletes  who  may  refer  to  them  as  “pep  pills”.  The  tolerance 
factor  in  addiction  prone  personalities  is  quickly  reached  and 
may  achieve  quite  a high  dosage.  Toxic  psychosis  may  be  pro- 
duced with  visual  and  auditory  hallucinations,  paranoid  delusions 
and  so  on,  in  a fashion  similar  to  that  produced  by  cocaine. 
There  is  very  little,  if  any,  disturbance  from  withdrawal. 


(3)  Psychic  Energizers 

This  category  comprises  an  ever  growing  series  of  drugs, 
which  to  date  do  not  have  an  addictive  potential.  It  has  been 
the  experience  in  some  cases  that  a habit  formation  will  develop, 
and  that  these  patients  will  find  it  very  difficult  to  withdraw  from 
a chemical  that  relieves  them  of  the  pain  of  depression. 
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(4)  Cocaine 

Cocaine  is  derived  from  the  leaves  of  a cocoa  tree  indigenous 
to  Peru  and  Bolivia.  The  leaves  of  this  tree  have  been  used  for 
centuries  by  the  natives  to  increase  their  endurance  through 
stimulation  of  the  central  nervous  system.  Cocaine  was  isolated 
as  an  alkaloid  by  a German  scientist  in  1860,  and  in  1886  was 
noted  for  its  property  as  a local  anaesthetic.  A stimulant  of 
the  nervous  system,  cocaine  first  affects  the  brain  — showing 
first  as  restlessness  and  excitement  — and  then  moves  downward 
through  the  rest  of  the  nervous  system.  There  appears  to  be 
increased  mental  and  physical  power,  and  there  may  be  con- 
siderable perceptual  disturbance  and  paranoid  ideas  — many 
addicts  carry  arms  or  weapons  to  respond  to  such  stimulation. 
Cocaine  is  usually  taken  by  sniffing,  and  many  addicts  may  have 
their  nasal  septum  perforated  as  a result  of  its  toxic  effects. 
Tolerance  may  be  quite  high  and  psychic  dependence  is  great, 
but  there  is  no  abstinence  syndrome.  Today,  cocaine  is  not  seen 
much  on  this  continent,  but  it  used  to  be  taken  in  conjunction 
with  morphine.  The  combined  cost  of  such  drugs  is  possibly  so 
prohibitive  that  cocaine  was  passed  up  for  the  other  narcotics 
of  choice.  In  Britain,  however,  cocaine  is  reported  to  be  used 
by  some  addicts  at  the  present  time. 


Vi.  Some  Conclusions 

In  conclusion,  we  have  seen  that  man  may  form  a drug 
relationship  that  may  lead  to  habituation  or  addiction  with  a 
variety  of  substances  — many  of  which  are  not  narcotic  drugs. 
Society  has  demanded  conformity  and  has  sought  various  means 
to  force  individuals  to  behave  in  accordance  with  a prescribed 
plan  believed  best  for  the  society  at  that  time.  This  plan  is  best 
satisfied  with  a balance  between  work  and  play,  and  while  this 
balance  may  have  varied  proportions  which  differ  one  from 
another  it  is,  nevertheless,  healthy  for  the  individual. 
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The  kind  of  work  and  the  kind  of  play  may  vary  consider- 
ably, one  from  the  other  and  can  also  vary  with  the  times,  as  in 
times  of  war  or  in  times  of  peace.  When  disproportions  arise  in 
this  balance,  for  whatever  reason,  a state  of  tension  or  disease 
ensues.  If  this  tension  is  internalized,  the  symptom  picture  may 
be  described  as  ego  alien,  and  when  it  is  externalized,  it  may  be 
described  as  ego  syntonic.  The  ego  alien  types  of  disturbances, 
which  fall  into  psychotic  and  neurotic  classifications,  have  been 
the  subject  of  much  study  and  development  in  methods  of 
medical  treatment  over  the  last  100  years.  The  ego  syntonic 
types  of  disturbances,  which  range  from  the  psychopathic  per- 
sonality to  the  character  disorder  and  sociopath,  are  just  begin- 
ning to  be  studied.  It  is  to  be  hoped  that  in  our  era  we  will  see 
a development  in  the  treatment  of  these  disturbances  move, 
under  medical  direction,  from  the  correctional  institution  to  the 
appropriate  hospital  and  clinical  setting. 

Both  types  of  disorder  may  be  complicated  by  the  drug 
relationship,  the  epidemiology  and  treatment  of  which  still 
remains  to  be  further  defined  by  research  as  well  as  prevented 
through  both  professional  and  lay  education.  The  ego  alien 
personality  finds  relief  with  drugs  that  reduce  superego  or 
conscience  controls  — for  example,  alcohol  and  barbiturates  — 
or  those  which  increase  id  or  drive  force,  such  as  caffeine  or 
amphetamine.  The  ego  syntonic  or  acting  out  personality  will  find 
relief  with  such  drive  reducing  drugs  as  the  opiates  or  synthetic 
narcotic  derivatives;  and  these  personalities  may  be  made  more 
uncomfortable  by  the  use  of  alcohol  or  barbiturates. 


Study  the  Greater  Problem 

At  the  present  time,  society  is  greatly  troubled  by  the  pre- 
valence of  drug  addiction,  particularly  through  the  use  of  opium 
and  its  derivatives  morphine  and  heroin,  as  well  as  some  of  the 
synthetic  opiates.  By  contrast,  society  is  not  sufficiently  con- 
cerned with  the  problems  of  alcoholism,  barbiturate  addiction, 
tobacco  and  caffeine  usage.  In  fact,  with  the  latter  two,  one 
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might  describe  the  situation  as  a culturally  approved  chemical 
relationship.  One  might  also  say  that  society  is  over-concerned 
with  the  problems  involved  in  the  case  of  marihuana  and,  to 
some  extent,  over-anxious  about  the  use  of  opium  and  its  deriva- 
tives, while  seemingly  quite  oblivious  to  the  spread  of  drug 
relationships  to  that  ever-growing  group  of  drugs  in  the  tran- 
quilizer series.  Tranquilizers  should  not  be  resorted  to  for  the 
treatment  of  anything  less  than  an  incapacitating  illness.  The 
picture  of  the  snarling,  vicious  monkey  transformed  by  a few 
milligrams  of  a chemical  into  a friendly,  tranquil  and  happy 
animal,  as  seen  in  a national  weekly,  fascinates  one  in  a fright- 
ening way.  Such  a creature  is  a pleasure  to  have  around  the 
laboratory  — but  he  would  not  last  ten  minutes  in  his  native 
jungle.  Similarly,  mankind  is  perfectly  capable  of  tranquilizing 
himself  into  oblivion. 


Assess  the  Potential  Dangers 

The  era  of  chemical  comfort  or  psychochemistry  is  advancing 
at  such  a rapid  rate  that  it  is  difficult  to  keep  up  with  new 
developments  in  the  field.  Pressure  from  the  advertising  medium 
is  exploiting  the  pleasure-pain  principle  that  man  is  seeking  fast 
relief  for  his  anxieties  — even  to  the  point  of  reducing  that  which 
is  necessary  for  effective  living  or  for  being  sufficiently  com- 
fortable. As  a result,  a severe  physical  disease  may  develop  with- 
out the  patient  being  aware  of  it.  Drugs  are  no  final  answer  — 
but  that  they  may  play  an  effective  role,  one  person  from 
another,  and  be  very  necessary  for  effective  living  in  our  society 
— should  also  be  recognized  and  accepted.  However,  one  must 
always  evaluate  all  the  factors  referable  to  the  use  of  chemical 
comfort,  either  by  people  on  their  own  volition  or  by  prescrip- 
tion, before  passing  judgment.  That  such  drugs  may  be  habituat- 
ing or  addicting  must  be  evaluated  in  terms  of  what  their  value 
may  be  to  mankind  individually  or  collectively;  but  nonetheless, 
we  must  not  lose  sight  of  this  addiction  potential  in  our  search 
for  relief  from  nervous  tension. 
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In  this  regard,  the  widespread  opinion  — based  on  a feeling 
generated  by  law  makers  that  there  is  something  immoral  in 
depending  on  drugs  either  for  release  from  gloom  or  for  pleasure 
— has  resulted  in  the  present  controls  on  narcotic  drugs  and 
some  of  the  non-narcotic  drugs,  and  a desire  for  a further 
increase  in  this  control.  This  type  of  legislation  makes  it  a crime 
for  an  unauthorized  citizen  to  possess  certain  drugs,  and  puts 
a surveillance  factor  on  the  doctor  treating  his  patients  with 
certain  drugs.  To  what  extent  is  this  merely  one  more  expression 
of  the  growing  tendency  of  law  to  encroach  more  and  more  on 
the  personal  liberties  of  the  individual  and  the  professional 
liberties  of  the  doctor?  Clearly,  then,  there  is  a need  for  further 
clarification  of  the  medico-legal  factors  pertaining  to  the  use 
and  prescription  of  the  varied  chemical  comforts  available  to 
man.  This  clarification  must  be  based  on  scientific  research  and 
not  on  the  fears  and  prejudices  often  presented  as  a cover  for 
the  main  motivation  in  the  background  — which  is  often  money, 
not  man’s  welfare.  H 


♦ ♦ ♦ 


The  desire  to  take  medicine  is  perhaps  the  greatest  feature  which 
distinguishes  man  from  animals. 


— Sir  William  Osler 
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Our  Responsibility  in  the  Problem 
of  Alcoholism 


by  M.  E . W.  Gooderham,  M.D.* 


Tt  is  my  intent  not  to  discuss  the  treatment  of  alcoholism,  but 
A rather  to  provoke  some  constructive  thought  about  the  prob- 
lem. The  purpose  behind  all  this  is  to  determine  how  best  we  can 
all  work  together  towards  the  common  goal  of  helping  the 
individual  involved  in  an  unhealthy  manner  with  the  use  of  a 
drug. 

The  first  problem  for  those  of  us  who  are  attempting  to  care 
for  an  “over-user”  of  drugs  is  to  stop  being  emotional  and  to 
approach  the  task  in  as  scientific  a manner  as  possible.  When 
alcohol  is  the  drug  in  question,  we  must  realize  that  it  has  been 
intimately  associated  with  the  human  race  since  the  dawn  of 
time.  The  first  recorded  use  of  this  chemical  was  in  Mesopotamia 
5,000  years  ago.  Since  then,  we  know  that  alcohol  has  been 
involved  in  religious  ceremonies,  social  customs,  and  the  healing 
arts.  Traditions,  prejudices,  knowledge  and  folklore  are  hope- 
lessly intertwined,  the  result  being  that  we  have  an  inaccurate 
picture  of  the  advantages  and  disadvantages  of  using  alcoholic 
beverages  under  many  and  varied  situations.  There  are  some  of 
us  who  believe  that  the  use  of  alcohol  is  a sin;  there  are  others 
who  feel  equally  strongly  that  it  is  a very  good  tranquilizer  to 
have  around.  It  is  not  my  place  to  pass  judgment  on  either  of 
these  extremes  of  opinion  any  more  than  it  is  my  place  to  pass 
judgment,  in  a moral  sense,  on  any  individual  who  is  over-using 
the  drug. 

The  alcoholic  population  of  Ontario  is  estimated  to  be  around 
90,000,  of  which  some  35,000  live  in  the  Toronto  area.  About 


* Dr.  Gooderham  is  director  of  the  Addiction  Research  Foundation’s  first  satellite 
clinic  which  is  located  in  East  Toronto.  Scheduled  to  open  in  March,  the  clinic 
is  considered  a pilot  project  which  will  accept  patients  referred  from  general 
practitioners  and  other  agencies.  This  article  is  based  on  an  address  given  by 
Dr.  Gooderham  to  the  Scarborough  Social  Planning  Council  in  January,  1964 
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two-thirds  of  the  adult  population  in  Canada  use  alcoholic 
beverages;  of  this  number,  approximately  three  per  cent  get  into 
trouble  with  alcohol.  Add  to  this  the  husbands,  wives,  sons,  and 
daughters  of  these  alcoholics  and  you  have  some  idea  of  the 
magnitude  of  the  problem  we  face. 


Emotion  vs.  Fact 

Let  us  now  divorce  ourselves  from  emotion  and  face  a fact. 
There  is  a large  number  of  people  who  use  alcoholic  beverages, 
and  who  do  not  get  into  trouble  with  the  drug.  Therefore,  it  is 
fair  to  assume  that  this  group  derives  some  pleasure  and  benefit 
from  the  use  of  alcohol,  or  would  not  consume  it  — especially 
at  today’s  prices.  The  question  that  we  cannot  answer  is  “How 
much  benefit  is  derived,  and  how  much  does  the  sensible  use  of 
alcoholic  beverages  contribute  to  sustaining  the  individual  against 
the  stresses  of  life  as  we  experience  it?” 

It  is  fair  to  take  another  approach.  If  the  use  of  a chemical 
such  as  alcohol  is  immoral,  then  what  should  our  attitude  be 
towards  the  use  of  any  other  tranquilizing  or  sedative  drug? 
The  use  of  any  drug  entails  certain  dangers.  I wish  to  point  out 
that  the  two  worst  sensitivity  reactions  I have  ever  seen  both 
resulted  from  the  consumption  of  an  aspirin-type  drug  in  an 
allergic  individual.  Because  of  the  social  context  in  which  alcohol 
is  used,  and  because  no  prescription  is  required  to  obtain  it,  we 
tend  to  forget  that  this  is  a chemical  that  has  tranquilizing  and 
sedative  effects  similar  to  other  chemicals,  and  that  it  is  a great 
deal  less  dangerous  than  several  now  in  use.  To  deny  these  facts 
to  the  over-user  is  to  insult  his  intelligence  and  is,  in  my  opinion, 
the  wrong  approach.  It  is  also*  the  wrong  approach  for  me  to 
attempt  to  enforce  my  entire  system  of  values  on  the  patient. 
The  treatment  must  always  be  modified  to  suit  the  individual 
needs  of  the  patient,  and  I suspect  that  most  of  us  have,  at  one 
time  or  another,  attempted  to  force  the  patient  to  accept  a rigid, 
all-or-nothing  type  of  program. 

Well  now,  what  is  the  right  approach? 
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In  the  first  place  we  must  decide  whether  we  consider  over- 
users sick  people.  If  we  do,  then  we  must  be  consistent  in  our 
attitude  toward  every  phase  of  the  problem.  If  we  do  not,  then 
I suggest  that  the  Ontario  Government  should  scrub  out  the 
Foundation  program  that  it  is  now  endorsing  and  determine 
where  the  responsibility  for  this  problem  does  lie.  As  I believe 
that  our  system  of  government  mirrors  the  beliefs  of  the  major- 
ity of  our  population,  I am  assuming  that  we,  the  people,  now 
believe  that  there  is  a large  element  of  sickness  somewhere  in 
all  this. 

You  will  note  that  I have  used  the  word  “over-use”  rather 
than  “alcoholic”.  This  is  simply  to  avoid  becoming  trapped  in 
semantics.  What  constitutes  an  alcoholic  to  you  may  be  different 
than  my  interpretation,  and  it  is  certainly  at  variance  with  what 
the  patient  understands.  It  is  rarely  that  I have  been  able  to  get 
a patient  to  admit  to  being  an  alcoholic  — but  they  will  all  agree 
that  they  drink  too  much,  at  the  wrong  time,  and  in  the  wrong 
place. 


Education  About  Alcohol 

Let  us  assume  that  the  over-user  has  had  no  education 
regarding  the  properties  of  alcohol  prior  to  his  first  drink,  or 
that  the  education  he  did  receive  was  provided  by  another  over- 
user. This  practice  is  not  allowed  in  the  case  of  operating  a motor 
vehicle.  The  beginner  is  obliged  to  have  some  instruction  regard- 
ing the  accepted  use  of  a vehicle  and  the  dangers  involved  in 
driving.  One  might  also  ask  if  it  is  any  more  immoral  to  drink 
to  excess  than  to  drive  a vehicle  at  an  excessive  rate  of  speed 
under  adverse  conditions! 

It  does  not  take  long  before  our  user  learns  by  experience 
that  the  intake  of  alcohol  provides  a sense  of  ease  and  comfort, 
and  relief  from  the  stresses  of  life.  In  fact  the  greater  the 
stresses,  the  more  the  amount  of  alcohol  he  requires;  and  the 
more  he  uses,  the  greater  his  relief  — to  the  point  of  intoxication 
and  oblivion.  As  his  use  of  alcohol  becomes  more  frequent,  the 
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user  becomes  more  dependent  upon  it  and  this  compounds  his 
stresses.  In  some  cases  an  addiction  develops,  and  in  many  cases 
there  is  resulting  damage  to  the  human  organism.  Now  who  is 
responsible  for  helping  this  person? 


Law  and  Treatment  — A Paradox 

It  is  an  offense  against  the  law  to  be  drunk  in  a public  place.* 
This  law  has  to  be  enforced  by  our  representatives,  the  police. 
Consequently,  these  officers  are  obliged  to  cope  with  many  who 
have  broken  no  other  law,  who  are  intoxicated  because  they  are 
drinking  to  escape  painful  situations,  and  who  are,  in  fact, 
reacting  to  stress  in  a sick  manner.  Therefore,  we  must  accept 
full  responsibility  for  the  fact  that  there  is  a paradox  in  our 
handling  of  sick  people.  We  admit  that  they  are  ill  and  we 
instruct  the  police  to  lock  them  up  in  jail  as  a form  of  treat- 
ment for  their  illness.  To  quote  the  Honourable  John  M. 
Murtagh,  Chief  Justice,  Court  of  Special  Sessions,  New  York 
City,  who  based  his  philosophy  on  the  teachings  of  St.  Thomas 
Aquinas:  “In  plain  English  he  taught  that  criminal  law  should 
be  dealing  with  acts  of  violence  against  the  person  and  property : 
that  it  was  not  the  function  of  human  law  to  make  men  saints  — 
that  was  largely  a matter  for  the  individual  himself,  and  for 
society  through  the  home,  the  church,  and  the  school,  by  teach- 
ing and  encouraging  morality.  But  the  law  should  not  avail 
itself  of  the  organized  authority  of  the  state  to  force  a person 
to  become  saintly  whether  he  wills  it  or  not.  He  taught  that 
indeed  we,  as  individuals  and  as  an  organized  community,  have 
a right  and  a responsibility  to  persuade  and  to  educate,  but  not 
to  coerce.” 

This  philosophy  does  not  mean  that  Judge  Murtagh  believes 
that  there  is  no  place  for  the  police  in  this  problem.  He  says 

* Under  the  Liquor  Control  Act  (Revised  Statutes  of  Ontario,  1960),  section  80  (2), 
it  is  an  offense  to  be  drunk  in  a public  place.  Under  the  Criminal  Code  of 
Canada,  section  160  (a)  (ii),  it  is  an  offense  to  create  a disturbance  in  a public 
place  by  being  drunk. 


. . I do  endorse  a police  approach  to  the  problem  of  drunken 
driving,  because  compassionate  though  we  may  be  to  the  true 
alcoholic,  his  conduct  behind  the  wheel  poses  a very  serious 
threat  to  the  community.”  As  I see  it,  then,  the  offense  is  not 
that  of  being  intoxicated  but  of  being  under  the  influence  of  a 
drug  to  the  extent  that  the  operator  is  incapable  of  handling  a 
vehicle  safely.  I hope  I have  succeeded  in  demonstrating  that 
some  of  the  responsibility  in  our  approach  to  alcoholism  lies 
with  the  legal  profession  and  with  the  police;  and  to  the  extent 
that  they  represent  our  wishes,  with  ourselves. 


The  Doctor*  s Dilemma 

Now  let  us  assume  that  the  medical  profession  accepts  that 
a part  of  the  responsibility  for  the  care  of  this  problem  lies  with 
doctors.  Who  is  going  to  look  after  the  patient  suffering  from 
alcoholism?  The  family  doctor  is  the  obvious  one,  but  I must 
remind  you  that  this  fine  fellow  has  certain  overhead  expenses 
to  meet  and  a family  to  support.  If  his  patients  do  not  pay  their 
bills  then  he  cannot  meet  his  obligations.  The  care  of  the  patient 
suffering  from  the  over-use  of  a drug  requires  a great  deal  of 
time.  The  appointments  should  be  in  the  order  of  an  hour  at  a 
time.  Who  is  going  to  pay  for  this?  By  the  time  the  patient  is 
willing  to  admit  he  needs  help,  he  is  often  in  a very  trying 
financial  position.  Should  the  physician  insist  on  payment,  he 
may  increase  this  to  the  breaking  point;  if  he  does  not,  he  may 
go  broke  himself.  You  will  say  that  most  people  are  covered  by 
insurance.  I suggest  you  read  your  own  insurance  policies  and 
determine  whether  “psychotherapy”  and  “alcoholism  or  drug 
addiction”  are  included  in  what  is  or  is  not  acceptable  for  pay- 
ment. The  fact  is  that  because  of  the  financial  demands,  and 
because  of  the  time  element  involved,  your  family  doctor  is  not 
able  to  take  on  too  many  of  these  patients,  particularly  when 
they  require  intensive  therapy. 

The  Ontario  Government  is  providing  a service  through  the 
Addiction  Research  Foundation  to  ease  this  load  on  the  doctor. 
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I suggest  that  the  doctor  use  this  kind  of  facility  as  he  would 
any  other  specialty.  A patient  should  be  referred  only  for  the 
special  care  that  he  cannot  get  in  the  doctor’s  office;  the  doctor, 
however,  should  maintain  ongoing  care.  The  Foundation  is  not 
set  up  to  take  over  the  whole  of  this  problem  by  itself.  If 
doctors  dump  a lot  of  patients  on  us,  then  we  will  soon  reach 
our  capacity  and  will  simply  have  to  stop  seeing  new  patients. 
This  misuse  of  our  facilities  will  not  permit  us  to  serve  the  best 
interests  of  the  community. 

This  plea  for  cooperation  applies  not  only  to  the  medical 
profession,  but  to  all  the  helping  professions.  It  is  not  our  pur- 
pose or  intent  to  take  over  in  this  field  from  already  established 
social  agencies.  We  should  like  to  help  these  agencies  in  any 
way  possible  — to  help  them  to  help  the  patient  — but  not 
do  it  for  them.  Besides,  I suspect  that  many  social  agencies  have 
already  had  a great  deal  of  experience  in  this  area  and  that 
there  is  a great  deal  that  we  can  learn  from  them.  It  is  up  to  all 
of  us  to  share  our  knowledge  and  experience,  and  to  cooperate 
in  the  best  interests  of  the  people  whom  we  serve.  The  public 
health  staff  appear  to  me  to  be  the  people  who  can  bring  us  all 
together.  They  see  alcoholism  as  a public  health  problem,  which 
of  course  it  is.  They  incorporate  the  medical  and  nursing  pro- 
fessions, and  of  necessity  carry  out  social  work  programs  no 
matter  what  name  one  tends  to  put  on  them. 


Employer's  Attitude  Is  Vital 

Let  us  now  assume  an  ideal  situation.  Due  to  the  efforts  of 
the  Foundation’s  Education  division,  the  over-user  has  come 
seeking  help  without  having  to  pillory  himself  by  making  a con- 
fession that  he  is  an  alcoholic.  In  fact,  he  says,  “I  drink  too 
much.  I am  losing  my  ability  to  control  my  drinking  behavior. 
This  is  happening  because  somehow  or  other  I am  a sick  man, 
and  I want  help  before  I get  worse.” 

We  manage  to  get  the  use  of  alcoholic  beverages  controlled, 
the  health  of  the  individual  improved,  the  social  situation 
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improved,  and  our  patient  looks  for  work.  How  many  employers 
will  hire  a man  who  says  “I  have  a problem  with  alcohol”?  The 
negative  response  by  some  businessmen  may  force  the  patient 
to  start  off  his  career  with  a lie.  I ask  if  this  is  the  proper  way 
for  humans  to  accept  responsibility  for  their  fellows?  I suggest 
that  this  reception,  this  enforced  deception,  this  rejection  by 
society,  can  undo  in  24  hours  what  months  of  hard  work  have 
achieved. 

I shall  also  ask  what  the  employer’s  attitude  is  towards  the 
employee  who  says  “I  have  a problem  with  alcohol  and  I want 
time  off  for  treatment.”  Is  he  allowed  this  time  off  as  he  would 
be  if  he  had  arthritis?  Or  does  he  prejudice  his  job  by  revealing 
his  situation?  Is  he  forced  to  take  treatment  secretly?  Once 
again  the  responsibility  for  the  successful  care  of  the  patient 
suffering  from  alcoholism  rests  with  the  individual,  with  you 
and  me  and  nobody  else. 


The  Church's  Role 

I have  left  the  church  to  the  last  because  I believe  that  the 
representatives  of  the  church  have  a very  special  part  to  play. 
It  is  my  experience  that  many  of  those  suffering  from  alcoholism 
have  a great  need  for  spiritual  help.  Given  the  opportunity  they 
will  express  this  need,  but  they  must  be  allowed  to  do  so  in  their 
own  way  and  without  receiving  judgment.  Let  each  man  practice 
that  form  of  religion  which  is  his  choice  and  work  out  his 
particular  method  of  interpretation.  Let  those  of  us  who  profess 
to  be  Christians  at  least  practice  the  example  we  have  been 
given.  Let  us  make  it  easy  for  these  people  to  come  with  their 
problems  and  let  us  help  them. 

Sickness  makes  no  selection  according  to  dogma  or  creed. 
Basically  I believe  that  the  purpose  of  religion  is  to  provide 
comfort  so  that  mankind  can  better  accept  the  misfortunes  that 
beset  him.  To  do  this  it  is  necessary  to  have  an  understanding 
of  the  spiritual  area  of  our  existence  and  to  resolve  our  conflicts 
in  this  area.  I suggest  that  it  is  the  task  of  the  minister  or  priest 
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to  educate  the  individual  to  seek  help,  and  to  educate  the  rest  of 
his  congregation  to  give  help  to  the  individual  who  needs  it. 


Facing  Our  Responsibilities 

There  are  many  organizations  that  are  earnestly  attempting 
to  combat  the  problem  of  alcoholism.  Let  us  examine  the 
assumptions  that  underlie  our  methods  of  treatment,  and  let  us 
honestly  admit  which  have  been  scientifically  proven  beyond 
! doubt  and  which  are  merely  assumptions.  Let  us  also  be  willing 
to  consider  the  other  person’s  point'  of  view  and  not  reject  it 
because  we  disagree  with  it.  Let  those  of  us  who  would  speak 
with  authority  be  sure  that  we  have  a right  to  assume  that 
authority  and  that  our  statements  are  factual. 

Let  us  not  shrug  off  the  responsibility  for  the  problem  of 
* ! alcoholism  on  “they”,  the  government.  “They”  are  our  repre- 
sentatives and  we  are  responsible  for  what  “they”  do  because  we 
j elect  them.  We  all  have  a substantial  stake  in  this  program  for 
the  care  and  treatment  of  alcoholism  in  the  Province  of  Ontario. 
It  is  up  to  all  of  us  to  help  it  to  function  for  the  maximum 
public  good.  This  will  cost  money,  but  we  will  get  our  money 
back  in  reduced  expenses  through  cutting  down  the  work  of  the 
courts,  the  social  agencies  and  the  ranks  of  the  unemployables. 
' ! In  other  words,  every  dollar  that  we  spend  on  the  treatment  of 
alcoholism  is  an  investment  in  the  health  of  the  individual  and 
the  health  of  our  society.  ■ 


♦ ♦ ♦ 

Independence?  That's  middle  class  blasphemy.  We  are  all 
dependent  on  one  another , every  soul  of  us  on  earth. 

— George  Bernard  Shaw 


[55] 


Discuss  Industry's  Role  in  Alcoholism 
At  Third  A.R.F.  Course  on  Addictions 


HPhe  concern  of  industry  with  the  alcoholic  employee  will  be 

one  of  the  aspects  stressed  at  the  third  annual  course  on 
Alcohol  and  Problems  of  Addiction. 

This  year,  the  course  will  be  held  May  3 to  1 5 at  the  Univer- 
sity of  Western  Ontario  in  London.  It  is  being  sponsored  by 
UWO’s  Faculty  of  Medicine  and  School  of  Business  Administra- 
tion in  cooperation  with  the  Alcoholism  and  Drug  Addiction 
Research  Foundation  of  Ontario. 

Three  presentations  will  be  made  outlining  the  different 
approaches  being  taken  by  industry  to  deal  more  adequately  with 
problem  drinkers.  Lecturers  will  include  Professor  Harrison  M. 
Trice,  of  the  School  of  Labor  Relations,  Cornell  University;  Dr. 
John  L.  Norris,  Medical  Director  of  the  Park  Works,  Eastman 
Kodak  Company,  Rochester,  N.Y.;  and  E.  G.  Hildebrand  of 
Toronto,  the  Foundation’s  industrial  consultant. 

With  the  assistance  of  the  School  of  Business  Administration, 
case  studies  of  problem  drinkers  in  industry  are  also  being 
prepared  for  discussion  in  seminar  groups. 

Theologians  from  four  major  religions  will  examine  the  moral 
theology  of  their  faiths  regarding  the  use  of  alcoholic  beverages 
and  the  disease  alcoholism  in  a symposium  to  be  held  Sunday, 
May  10,  the  midway  point  in  the  course. 

Participants  in  this  Religious  Perspective  on  Alcohol  are  Dr. 
Angus  J.  MacQueen,  of  London,  former  Moderator  of  the 
United  Church  of  Canada;  Dr.  Abraham  L.  Feinberg,  rabbi 
emeritus  of  Holy  Blossom  Temple,  Toronto;  Right  Reverend 
L.  A.  Wemple,  Dean  of  Christ  the  King  College,  London;  and 
Reverend  Harold  Lewis  of  the  First  Baptist  Church,  Strathroy. 
Chairman  of  the  symposium  will  be  Dr.  B.  H.  McNeel,  Chief  of 
the  Mental  Health  Division,  Ontario  Department  of  Health,  II 
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the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism  and  other  forms  of 
addiction. 

Each  issue  contains  pertinent,  factual  informa- 
tion selected  primarily  because  of  its  interest  to 
those  who  are  called  upon  to  deal  professionally 
with  alcoholics  and  other  addicts.  Articles  pub- 
lished do  not  necessarily  represent  the  views  of 
the  Foundation. 

If  you  would  like  to  receive  this  publication 
regularly,  or  if  you  wish  additional  information 
about  some  aspects  of  our  work,  you  are  invited 
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The  Philosophy  of  Punishing  Offenders: 
Punitive  Attitudes  Towards  Alcoholism 

by  Milo  Tyndel , M.D. , D. Psych.* 


A few  years  ago,  I was  impressed  by  Michael  Balint's  paper 
“On  Punishing  Offenders,"  mainly  because  of  his  uncom- 
mon discussion  of  the  law  and  the  offender,  and  his  courage  in 
exposing  human  weakness.  Shortly  after  beginning  work  as  a 
psychiatrist  with  a team  studying  chronic  drunkenness  offenders, 
I was  reminded  of  that  paper.  I was  struck  by  what  I felt  were 
strongly  analogous  features  both  in  the  field  of  criminal  law  and 
in  our  society’s  punitive  attitude  towards  alcoholism.  In  this 
article,  I wish  to  quote  a few  excerpts  from  Balint’s  paper  and 
then  proceed  to  outline  some  viewpoints  concerning  that  punitive 
attitude  — an  attitude  which  I feel  is  the  main  stumbling  block 
in  the  way  of  full  public  acceptance  of  alcoholism  as  a disease. 

Men  living  in  organized  groups  have  some  kind  of  written  or 
unwritten  binding  code  of  behavior.  Its  contents  are  either 

* Dr.  Tyndel  is  a psychiatrist  at  the  Toronto  Clinic  of  the  Alcoholism  and  Drug 
Addiction  Research  Foundation 
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negative  (prohibitive)  or  positive  (permissive).  There  are  five 

main  commandments  in  this  code: 

( 1 ) Certain  people,  ideas,  beliefs,  conceptions  and  social  customs 
must  not  be  treated  with  disrespect  — others  may. 

(2)  Certain  persons  must  not  be  killed  or  injured  — others  may. 

(3)  Certain  persons  must  not  be  taken  as  sexual  partners,  and 
certain  methods  of  sexual  gratification  must  not  be  indulged 
in  — - others  may. 

(4)  Certain  objects  or  things  must  not  be  used  because  they  are 
someone  else’s  property  — others  may. 

(5)  Certain  services  must  not  be  demanded  from  servants, 
employees  or  subordinates  — others  may. 


Crime  — A Definition 

A crime  is  an  offence  against  any  of  these  rules.  Any  such 
act  involves  three  factors  — the  offender,  the  sufferer  and  the 
community.  In  our  civilization,  there  is  also  a fourth  factor  — 
the  agents  of  the  community  such  as  police,  judges,  lawyers, 
goalers,  executioners,  psychiatrists,  and  so  on.  A minor  offence 
is  usually  considered  to  be  a private  affair  between  the  offender 
and  the  sufferer,  and  is  regulated  mainly  by  civil  law.  On  the 
other  hand,  in  the  case  of  a major  crime  it  is  felt  that  not  only 
the  sufferer,  but  the  whole  community  and  even  the  social  order 
itself,  has  been  injured.  It  is  a breach  of  the  peace;  the  com- 
munity is  outraged  or  shocked;  and  the  offence  constitutes  an 
ethical,  psychological  problem.  The  offender  is  expected  to  show 
signs  of  guilt  feelings  and  repentance;  his  treatment  is  a theatrical 
public  affair. 

The  division  between  minor  and  major  offences  is  never 
sharp,  and  it  changes  with  the  emotional  atmosphere  of  the 
community.  The  public  drama  itself  has  three  acts:  isolation, 
punishment  and  penance,  and  readmission.  In  really  major 
criminal  cases,  there  is  no  act  three  because  of  the  use  of  the 
death  penalty,  exile,  deportation,  life-long  imprisonment  or,  as  in 
olden  times,  permanent  isolation  through  maiming  or  branding. 
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Act  three,  readmission,  is  a difficult  task  because  it  means 
changing  a maladjusted  individual  into  a well  adjusted  member 
of  society  living  in  harmony  with  its  standards  — which,  of 
course,  is  a psychotherapeutic  attempt. 


A Public  Drama 

Under  primitive  conditions,  the  public  drama  allows  all  three 
principal  actors  to  play  true  to  the  real  emotions  aroused  in  them 
by  the  offence.  The  sufferer  is  allowed  to  demand  compensation 
— he  witnesses  the  offender's  punishment.  The  community  sub- 
jects the  offender  to  humiliating  punishment,  through  which  the 
violated  peace  is  symbolically  or  in  reality  restored.  The  offender 
is  brought  to  realize  that  his  deed  has  aroused  the  community 
against  him,  that  he  must  repent,  and  that  he  must  try  to  repair 
both  the  material  and  the  psychological  damage.  Any  offence  is 
a breach  of  the  covenant,  (to  use  the  expression  coined  by  Geza 
von  Roheim)  which  binds  the  members  of  the  community  to 
each  other  and  to  some  higher  ideal. 

This  very  complicated  public  drama  also  ensures  that  all 
three  principal  actors  go  through  experiences  which  resolve  their 
tensions,  alleviate  their  anxieties,  guilt  feelings  and  anger — in 
other  words,  successful  psychotherapy.  The  modern,  humane 
penal  systems  undermine  this  impressive  psychotherapy  in  several 
ways,  mainly  in  the  sense  that  the  sufferer  and  the  community 
are  excluded  from  the  drama  to  a large  extent.  This  leaves 
punishment  as  a staged  affair  between  the  offender  and  the 
agencies  of  society,  who  frequently  know  each  other  very  well. 
Instead  of  primitive  emotions,  objectivity  is  supposed  to  be  the 
ruling  factor  - — and  as  a result,  the  process  loses  more  and  more 
of  its  psychotherapeutic  value.  Modern  penal  systems  tend  to 
inflict  the  right  dose  of  suffering  for  any  given  offence.  The 
punishment  is  decided  through  bargaining  between  the  agents  of 
the  community  on  the  one  side,  and  the  offender  on  the  other  — 
with  neither  party  being  really  satisfied  and  without  any  psycho- 
therapeutic gain. 
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The  first  act  of  the  drama  is  ruled  by  the  ’‘Arms  of  the  Law" 
— the  police,  who  are  usually  feared  and  ridiculed  by  the 
offender.  The  second  act  shows  the  rule  of  the  legal  profession. 
The  third  and  least  glamorous  act  is  in  the  hands  of  those  agents 
of  the  community  who  have  to  administer  the  punishment  and 
then  prepare  the  offender  for  his  rehabilitation.  These  agents 
include  gaolers,  clergymen,  welfare  workers,  doctors,  psycholo- 
gists, psychiatrists,  and  those  “happy-unhappy,  jack-of-all-trades, 
the  psychiatric  social  workers.” 


Origins  of  Delinquency 

We  have  two  main  sources  of  knowledge  regarding  the 
offender.  The  first  is  based  on  our  positive  or  negative  identifi- 
cation with  the  offender,  and  on  our  subjective  antipathies  and 
sympathies  which  are  tempered  by  common  sense  and  some 
empiricism.  The  second  source  of  knowledge  is  found  in  scientific 
method  which  can  be  a global  over-view  of  the  problem,  or 
statistical,  individual  or  psychological  information.  Statistics 
show  that  delinquency  is  a very  widespread  illness  affecting 
mainly  young  people,  and  causing  gross  symptoms  in  perhaps 
five  to  eight  per  cent  of  the  male,  and  less  than  one  per  cent  of 
the  female  population  under  the  age  of  21.  The  most  dangerous 
age  is  just  before  puberty  for  boys,  and  just  after  puberty  for 
girls.  On  the  whole,  the  illness  of  delinquency  is  benign.  The 
later  in  age  that  gross  symptoms  appear,  the  greater  the  rate  of 
complete  recovery.  In  most  cases,  in  spite  of  relapses  and  a 
prolonged  course,  the  illness  is  self-limiting.  There  are,  however, 
some  cases  which  — despite  all  kinds  of  treatment  — remain 
chronic.  The  type  or  seriousness  of  the  offence  has  very  little 
effect  on  the  end  result.  Failure  and  success  depend  consider- 
ably upon  good  or  bad  heredity,  and  particularly  upon  intelli- 
gence and  mental  abnormalities,  the  presence  or  absence  of  a 
wholesome  early  environment  — and  not  very  much  upon  the 
nature  of  a particular  penal  or  corrective  treatment  imposed  by 
the  court.  In  their  book,  “Juvenile  Delinquents  Grown  lip”. 
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Sheldon  and  Eleanor  Glueck  come  to  the  conclusion  that  the 
healing  of  delinquency  should  be  considered  as  a process  of 
maturation. 

The  three  acts  of  the  public  drama  — isolation,  punishment 
and  penance,  and  readmission  — have  their  counterparts  in  the 
drama  within  the  offender’s  mind.  The  critical  moments  come  at 
the  time  of  apprehension  by  police  and  the  scene  in  court. 
Psychologically,  the  first  of  these  — apprehension  by  police  — 
means  that  the  offender  must  give  up  as  hopeless  the  paranoid, 
hostile  struggle  for  evasion.  The  second  critical  moment  comes 
when  the  offender  accepts  the  court’s  verdict.  In  successful  cases, 
this  leads  to  a new  identification  and  to  the  establishment  of  a 
better  adapted  superego,  in  other  words  to  a cure  of  the  delin- 
quency. The  latter  depends  largely  on  the  sincerity  and  depth  of 
the  depression  experienced  by  the  offender  in  the  second  act  of 
the  drama.  This  depression,  in  turn,  is  caused  in  the  offender  by 
a profound  disappointment  in  his  own  standards  and  a resultant 
struggle  between  his  ego,  with  the  aid  of  external  objects,  against 
his  old  superego. 

Just  a few  more  words  about  the  law.  Its  first  task  is  to  find 
the  facts  — was  a crime  committed  at  all?  If  so,  was  it  the 
accused  who  committed  it?  and  so  on.  The  next  function  of  the 
law  is  to  assess  the  damage  caused,  and  then  to  pass  sentence. 
This,  of  course,  is  the  hardest  task  — particularly  as  the  law 
apparently  is  not  interested  in  whether  the  punishment  will  be 
beneficial  or  harmful  to  the  offender.  In  Mabbott’s  words,  “No 
punishment  is  morally  retributive  or  reformative  or  deterrent. 
Any  criminal  punished  for  any  one  of  these  reasons  is  certainly 
unjustly  punished.  The  only  justification  for  punishing  any  man 
is  that  he  has  broken  the  law.” 


Alcoholism  Parallels  Delinquency 

Returning  to  the  analogy  between  the  punishment  of  offenders 
and  our  society’s  attitude  towards  alcoholism,  I have  already 
mentioned  that  in  the  case  of  alcoholism  the  same  three  factors 
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— the  offender,  the  sufferer  and  the  community  — are  present. 
The  offender  is  the  individual  who  drinks  alcoholic  beverages  in 
amounts  exceeding  those  which  still  enable  him  to  exert  full 
control  over  his  mental  and  physical  actions  and  over  the  expres- 
sion of  his  emotions.  Repeated  or  permanent  loss  of  this  control 
leads  to  physical  and/  or  mental  illness,  social  and  economic  loss 
and  delinquency.  The  sufferer  is  identical  with  the  offender  in  the 
first  place  because  in  many  ways  he  is  the  victim  of  his  own 
offence.  However,  there  is  also  a small  group  of  sufferers,  mainly 
dependents  and  relatives,  who  are  socially,  economically  and 
morally  hurt  by  the  offence.  How  does  the  community  come  into 
the  picture?  This  usually  happens  at  a later  stage  of  the  process 
when  the  community  assumes  responsibility  for  the  unfortunate 
consequences  of  the  offence  through  welfare  activities,  hospitali- 
zation of  the  offender,  and  so  on. 

As  far  as  the  three  acts  of  the  public  drama  are  concerned, 
there  is  also  a great  similarity  between  the  alcoholic  and  the 
offender  in  criminal  law,  although  in  the  case  of  the  alcoholic, 
the  acts  are  not  sharply  defined  and  in  most  instances  overlap. 
Another  difference  is  the  fact  that  to  a certain  degree,  the 
alcoholic  offender  himself  is  quite  active  in  the  drama.  Through 
excessive  drinking,  he  increasingly  isolates  himself  from  his 
family  and  his  social  and  occupational  environment  which,  in 
turn,  isolate  him.  Sooner  or  later,  this  leads  to  punishment  in 
the  form  of  loss  of  job,  property,  friends,  family,  and/or  actual 
punishment  such  as  arrests  for  drunkenness.  This  process  of 
isolation  and  punishment  is  manifest  in  a great  variety  of  ways 

— in  the  attitude  of  the  general  public,  authorities,  doctors, 
hospitals,  social  agencies  and  employers. 


Attitudes  and  Anxiety 

It  seems  difficult  to  understand  our  motives  for  this  adverse, 
antagonistic,  punitive  attitude  towards  the  alcoholic;  but  I have  a 
strong  feeling  that  hardly  anyone  is  entirely  free  of  this  attitude. 
It  is  my  impression  that  one  of  the  main  reasons  for  this  is  our 
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own  anxiety  over  the  loss  of  control  that  we  see  as  one  of  the 
most  conspicuous  symptoms  in  the  alcoholic.  Our  anxiety  seems 
related  to  a fear  of  passing  out,  losing  one’s  mind,  or  of  taking 
an  anaesthetic.  This  fear  only  becomes  pathologic  when  it  is 
overpowering  and  takes  on  the  shape  and  dimension  of  phobias 
which  consequently  lead  to  counter-phobic  reactions.  I feel  that 
the  adverse  attitude  society  has  towards  the  alcoholic  represents 
precisely  this  fear  reaction.  It  is  an  attitude  which,  to  say  the 
least,  is  ambivalent  if  not  reminiscent  of  schizophrenia.  On  the 
one  hand,  there  is  the  high  esteem  in  which  alcohol  is  held  as 
being  a practically  indispensable  instrument  used  at  the  greatest 
variety  of  social  gatherings,  and  there  is  the  benevolent  attitude 
that  is  held  towards  people  who  drink  at  these  gatherings  and 
behind  doors.  On  the  other  side,  there  is  a scornful,  reproaching 
attitude  existing  towards  those  people  who  drink  in  public,  who 
appear  publically  in  a state  of  inebriety,  or  who  have  reached  the 
stage  of  suffering  from  the  consequences  of  their  excessive 
drinking. 


Physical  vs.  Mental  Illness 

There  is  another  similarity  in  the  attitude  of  many  people  — 
including  both  laymen  and  physicians  — towards  neurotic  con- 
ditions which  have  nothing  to  do  with  alcoholism.  This  is  the 
tendency  to  take  “physical”  illness  seriously,  to  convert  emotional 
symptoms  into  physical  ones,  and  to  get  impatient  with  neurotic 
patients  who  just  won’t  give  up  their  illnesses.  This,  too,  is  due 
to  the  spectator’s  own  emotional  conflicts  which  become  restive 
under  the  influence  of  the  patient’s  expression  of  similar  conflicts, 
thus  leading  to  a negative  counter-transference. 

In  the  second  act  of  our  drama,  we  see  that  punishment  is 
reflected  upon  the  alcoholic  offender  mostly  by  the  community, 
but  also  partly  by  the  offender  himself.  This  masochistic  act  is 
what  we  refer  to  as  his  penance.  However,  due  to  society’s 
attitude,  the  alcoholic  obtains  a considerable  amount  of  punish- 
ment and  penance  without  the  need  to  become  deeply  depressed, 
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which  is  the  major  motivation  for  recovery.  On  the  contrary,  he 
develops  a paranoid  attitude  which  prevents  him  from  developing 
a proper  motivation.  On  top  of  this,  he  finds  his  way  out  of  this 
calamity  by  turning  to  his  peers  — other  alcoholics  who  are 
ready  to  accept  him  at  all  times  — thus  adding  a great  deal  to 
his  lack  of  motivation. 


Our  Greatest  Problem 

Finally,  turning  to  the  third  act  of  the  drama,  readmission  of 
alcoholics  to  society  seems  to  be  as  difficult  — if  not  more  so  — 
than  the  readmission  of  criminal  delinquents.  There  is  no  need 
to  repeat  the  various  well-known  obstacles  encountered  in  treat- 
ing and  rehabilitating  the  alcoholic,  and  the  many  combined 
efforts  necessary  to  change  our  attitude  and  approach  to  the 
problem.  However,  I would  emphasize  that  our  punitive  attitude 
appears  to  be  the  most  important  single  factor  in  our  difficulties 
in  dealing  with  the  problem  of  emotional  illness  in  general,  and 
to  an  even  greater  extent  when  dealing  with  the  problem  of 
alcoholism.  ■ 
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How  lightly  do  we  sanction  a law  unjust  to  ourselves. 

— Horace,  Satires 
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How  the  Chronic  Drunkenness  Offender 
Views  the  Police,  the  Courts  and  Jail 

by  G.  Oki,  M.Sc* 


I.  The  Police 

“Well,  they  decide  — the  area  in  which  it  happens, 
the  state  of  dress  and  the  state  of  drunkenness. 

I’ve  done  a lot  of  thinking  about  this.  I know  from 
experience  that  these  are  the  reasons.  Also,  there 
is  the  fact  of  the  concentration  of  police  in  the 
downtown  area.  They  get  to  know  the  ‘rounders’, 
too.” 

This  relatively  articulate  answer  to  the  question,  “How  do 
you  think  the  police  decide  to  arrest  a man  who  has  been 
drinking?”  contains  the  dominant  sentiments  held  by  chronic 
drunkenness  offenders  towards  the  police.  Although  they  are  not 
unanimous  in  their  complete  disapproval  of  the  police  (and  two 
out  of  three  do  disapprove),  virtually  all  of  them  felt  some 
abusive  and  differential  treatment  does  occur. 

Specifically,  the  most  frequently  encountered  beliefs  (in  order 
of  their  popularity)  are  expressed  in  the  following  statements: 

“I  think  they  get  to  know  us  and  it  has  a lot  to  do 
with  picking  us  up  — - they  get  to  call  you  by  name.” 

“Most  of  the  men  they  arrest  are  in  the  low 
income  bracket.  If  a man  is  walking  home  and 
isn’t  causing  any  trouble  he  should  have  as  much 
right  to  get  home  as  a guy  in  a taxi.  Just  the  fact 
that  they  have  money  doesn’t  make  them  sober.” 

“It  varies  greatly  with  the  part  of  the  city  you’re 
in.  I was  in  the  western  part  of  the  city,  near 

* Mr.  Oki  is  a Research  Associate  at  the  Alcoholism  and  Drug  Addiction  Research 
Foundation.  This  article  is  based  on  material  collected  for  the  Study  of  the 
Ontario  Chronic  Drunkenness  Offender. 
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Park  for  nine  months.  I was 

only  arrested  once  and  I was  good  and  drunk  then. 

In  this  part  of  the  city  (East  side,  downtown)  if 
I’ve  only  had  five  beers  — if  they  get  the  smell  of 
it  — bang!” 

“It’s  the  young  cops  that  are  bad.  Too,  I think 
they  get  a bonus  if  they  get  their  quota.” 

In  addition,  one-half  of  the  men  claimed  that  police  indulged 
in  physical  abuse,  while  a smaller  group  criticized  non-physical 
abuse. 

How  valid  are  these  understandably  subjective  interpreta- 
tions? Information  gained  by  independent  observation  and  direct 
information  from  the  police  would  tend  to  support  some  of  the 
statements,  and  minimize  or  negate  others.  Obviously,  the  police 
do  know  many  of  the  chronic  drunkenness  offenders,  or 
“rounders”  as  they  are  termed,  from  their  repeated  contact.  By 
their  own  admission,  the  police  do  focus  on  these  men,  but  only 
in  part  because  they  are  familiar.  Of  at  least  equal  importance 
is  the  fact  that  the  chronic  drunkenness  offender  is  conspicuously 
intoxicated  during  a major  part  of  his  life  “outside”.*  Too,  the 
statement  by  police  that  they  arrest  these  men  to  protect  them 
from  serious  trouble,  including  personal  injury  and  other  offences, 
is  supported  by  similar  statements  from  26  per  cent  of  the 
offenders  studied. 


The  Question  of  Gloss  Bios 

The  reference  to  class  bias  is  closely  related  to  remarks  about 
differential  treatment  as  related  to  districts  of  the  city.  A partial 
explanation  includes  the  fact  that  there  is  greater  police  coverage 
in  certain  districts  than  in  others.  This,  in  turn,  relates  to  what  is 
probably  the  most  important  factor  in  the  arrest  rate  by  district 


* The  mean  number  of  drunkenness  convictions  in  the  previous  12  months  was  6.05, 
and  the  average  sentence  was  30  days.  Considering  their  inability  to  pay  fines, 
plus  the  likelihood  of  additional  sentences  for  other  offences,  the  chronic 
drunkenness  offender  spends  upwards  of  six  months  or  more  per  year  in  custody. 
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and  by  social  class  — simply  the  fact  that  the  prevalence  of 
public  intoxication  (as  well  as  most  other  forms  of  deviant  and 

* criminal  activity)  is  much  higher  in  those  areas  where  the 
chronic  drunkenness  offender  feels  he  is  unjustly  treated  by 
police.  In  addition,  the  chronic  drunkenness  offender  indulges  in 

, a type  of  drinking  and  related  behavior  conspicuously  different 
to  that  of  the  middle  class  drinker.  Differences  are  particularly 
evident  in  where  he  drinks,  what  he  drinks,  and  the  accompany- 
ing activities  both  during  and  after  the  drinking.  Most  of  the 
chronic  drunkenness  offenders  (54  per  cent)  drink  in  illegal 
locations  such  as  alleys,  lanes  and  washrooms.  Many  houses  in 
the  areas  “inhabited”  by  these  men  have  been  declared  public 
places  because  of  repeated  drunken  parties  where  more  than  just 
loud  noises  occur.  It  should  be  noted  that  a number  of  case 
histories  support  the  impression  that  vulnerability  to  arrest  is 
lessened  if  the  chronic  drunkenness  offender  has  a permanent 
abode  and  if  he  does  most  of  his  drinking  there. 

Conspicuous  Behavior 

Not  all  “winos”  are  Skid  Row  inhabitants;  but  the  majority 
of  all  established  Skid  Row  alcoholics  are  “winos”,  and  virtually 
I all  of  them  (95  per  cent)  are  chronic  drunkenness  offenders. 
Characteristically,  this  means  that  their  drinking  habits  include  a 
compulsiveness  and  lack  of  control  which  heightens  their  expo- 
* sure  and  vulnerability  to  arrest.  With  rare  exceptions,  the  bottles 
( of  wine  are  also  shared,  and  this  adds  to  the  conspicuousness  of 
this  activity. 

* I Our  evidence  would  support  the  observation  that  the  chronic 

drunkenness  offender  is  much  more  likely,  while  under  the 

i ; influence  of  alcohol,  to  indulge  in  behavior  which  is  not  accep- 
table to  the  larger  community.  With  the  exception  of  the  famous 
Bowery  in  New  York  and  smaller  areas  in  other  large  cities,  no 
community  is  prepared  or  equipped  to  tolerate  conspicuous  con- 
centrated deviancy.  This  would  seem  to  apply  particularly  to  an 
essentially  conservative  community. 
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In  recounting  the  circumstances  of  their  last  arrest,  35  per 
cent  of  the  chronic  drunkenness  offenders  studied  claimed  unfair 
arrest,  although  only  two  men  (.9  per  cent)  said  they  hadn’t  been 
drinking  at  all  just  prior  to  the  arrest.  Another  27  per  cent 
stated  that  they  could  not  remember,  and  thus  could  reasonably 
be  expected  to  have  been  drinking.  The  remaining  40  per  cent 
openly  admitted  to  being  intoxicated,  with  12  per  cent  of  this 
group  referring  to  additional  petty  criminal  activities  at  the  time 
of  the  arrest,  although  they  were  only  charged  with  being  drunk 
in  a public  place. 

In  assessing  the  beliefs  held  by  the  chronic  drunkenness 
offenders  towards  the  police,  it  would  be  fair  to  acknowledge 
some  basis,  in  fact,  to  their  perceptions.  However,  there  is 
ample  evidence  that  much  of  the  sentiment  is  exaggeration  and 
distortion  arising  from  two  sources.  First,  the  psychological 
elements  of  rationalization  and  projection  are  much  in  evidence. 
Secondly,  there  is  the  process  in  which  the  chronic  drunkenness 
offender  identifies  and  reinforces  his  affiliation  with  his  own  kind 
(other  chronic  drunkenness  offenders  and  Skid  Row  generally), 
while  rejecting  and  disaffiliating  with  the  “outside”  community 
that  is  epitomized  by  the  police. 


II.  The  Courts 

The  “drunk”  court  is  even  more  an  object  of  negative  senti- 
ment than  the  police.  Of  the  study  population,  80  per  cent  gave 
responses  which  indicated  disapproval,  and  of  this  group,  63  per 
cent  expressed  unreserved  criticism.  Another  seven  per  cent  gave 
unqualified  approval.  Some  examples: 

“Have  no  god-damn  use  for  the  way  they  treat  me 
— don’t  take  nothing  into  consideration.  Can  run 
off  a 100  men  in  an  hour.  Like  a Kangaroo 
Court.” 

“Magistrates  hand  out  too  much  time  for  drunks.” 
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“.  . . police  and  courts  work  together  and  you 
don’t  have  a chance.” 

‘Prosecutor  runs  the  court.  It  (Court)  don’t  treat 
everybody  alike  . . 

“All  the  magistrates  are  different  (in  their  sen- 
tencing).” 

“It’s  a closed  court.” 

These  are  examples  of  the  most  repeated  criticisms  expressed  by 
the  chronic  drunkenness  offender  towards  the  court.  They  contain 
a set  of  beliefs  that  are  critical  of  the  drunkenness  law  and  its 
administration.  It  would  also  appear  that  very  few  chronic 
drunkenness  offenders  feel  that  “justice  is  done”  in  the  drunk 
court. 


Justice  — In  45  Seconds? 

Our  investigations  show  that  there  is  some  basis,  in  fact,  for 
these  beliefs.  One  of  the  more  revealing  and  significant  findings 
is  that  the  average  drunkenness  case,  from  the  time  the  accused 
enters  the  courtroom  to  the  time  that  he  leaves,  takes  a total  of 
45  seconds.  This  would  obviously  limit  any  interaction  between 
the  accused,  the  prosecution  and  the  bench.  In  fact,  some 
observers  of  this  court  question  whether  even  the  minimum 
features  of  legal  court  procedures  are  being  met,  or  if  in  fact 
can  be  met. 

Related  to  the  speed  and  routine  of  the  trials  is  criticism  that 
the  magistrates  do  not  pay  enough  attention  to  individual  situa- 
tions and  circumstances.  The  chronic  drunkenness  offender  feels 
that  unemployment,  illness  and  alcoholism  should  be  taken  into 
consideration  as  possible  mitigating  factors.  However,  the  ex- 
pressed motive  here  appears  to  be  one  of  having  the  sentence 
reduced  rather  than  having  the  court  concern  itself  with  the  care 
and  treatment  of  the  offender. 

The  efficiently  functioning  and  well-established  system  that  is 
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Toronto’s  “G”  court  in  operation,  is  also  made  possible  by 
relatively  consistent  sets  of  perceptions  and  performances  by  all 
participants.  The  image  of  the  chronic  drunkenness  offender  as 
a homeless,  indigent,  unemployable  alcoholic  is  mutually  per- 
ceived by  the  magistrate,  the  prosecution  and  by  the  offender 
himself.  Further,  the  conviction  that  the  chronic  drunkenness 
offender  is  not  amenable  to  change  — at  least  not  on  the  basis 
of  available  influences  — is  generally  accepted  by  all  parties. 
Even  the  criticism  against  the  magistrates’  activities  include 
expressed  dissatisfaction  at  any  significant  variation  in  sentenc- 
ing. One  measure  of  popularity  of  a magistrate  is  how  consistent 
he  is  and  how  compatible  he  is  with  the  established  pattern. 

The  chronic  drunkenness  offender  himself  is  resigned  to  a set 
performance  in  court,  beginning  with  a practically  automatic 
“guilty”  plea  to  a generally  routine  “thank  you,  your  honour”  as 
he  leaves.  Occasionally,  he  makes  a “pitch”  for  a reduced  or 
suspended  sentence,  but  he  fully  expects  the  established  punish- 
ment. Prior  to  the  court  proceedings,  the  prosecutor  and  his  staff 
process  the  charge  sheet,  noting  the  number  and  dates  of 
previous  convictions.  This  information  is  instrumental  in  the 
resulting  penalty  that  the  court  imposes.  Any  variation  is  largely 
the  result  of  whimsical  behavior  by  the  bench.  Thus,  the  function 
of  the  third  member  of  the  enactment  — the  prosecution  — is 
also  routinized. 


95  Per  Cent  Plead  Guilty 

The  belief  held  by  the  chronic  drunkenness  offender  that  a 
plea  of  not  guilty  only  delays  the  inevitable  conviction  and  adds 
a few  days  to  the  sentence,  is  well  founded.  Our  inquiry  shows 
that  this  is,  in  fact,  what  happens.  Interestingly,  the  chronic 
drunkenness  offender  communicates  this  to  the  non-chronic 
drunkenness  offender  while  they  are  both  awaiting  trial.  This, 
added  to  the  non-chronic  offender’s  ability  to  pay  the  fine  and 
his  desire  to  rid  himself  of  the  situation,  results  in  over  95  per 
cent  of  all  accused  pleading  guilty.  Of  the  remainder,  2.3  per 
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cent  plead  not  guilty;  1.6  per  cent  changed  their  plea  from  not 
guilty  to  guilty;  and  only  .03  per  cent  (one  case  out  of  3,516) 
changed  a guilty  plea  to  not  guilty. 

The  conviction  that  the  Drunk  Court  is  a closed  court  also 
had  some  validity.  “G”  Court  received  considerable  publicity  a 
few  months  ago,  resulting  from  a defence  lawyer  raising  the 
issue.  It  was  decided  that  accessibility  to  the  court  was  so 
limited  that  the  spirit  of  the  law  regarding  an  open  court  was  not 
being  observed,  if  in  fact,  the  letter  of  the  law  wasn’t  also  being 
neglected.  Structural  changes  were  made  to  presumably  provide 
freer  access. 

In  summarizing  the  feelings  of  chronic  drunkenness  offenders 
about  the  court,  we  find  that  the  majority  of  them  are  quite 
critical  and  even  hostile.  Many  of  their  beliefs  and  sentiments 
have  some  relationship  to  reality  — but  it  is  a reality  which  they 
have  done  much  to  establish.  In  addition,  the  offender’s  resigned 
and  accepting  behavior  contributes  to  the  perpetuation  of  the 
system. 


III.  Jail 

In  marked  contrast  to  their  attitudes  and  beliefs  towards  both 
the  police  and  the  drunk  court,  78  per  cent  of  the  chronic 
drunkenness  offenders  studied  generally  approved  of  jail.  They 
are  even  more  approving  of  Mimico  Reformatory  because  of  its 
superior  facilities,  physical  freedom  and  free  tobacco.  This  posi- 
tive (or  absence  of  negative)  feelings  is  largely  a matter  of 
resignation  and  adjustment  to  the  inevitable.  Most  of  the  men, 
in  retrospect,  recalled  having  negative  reactions  to  their  initial 
and  early  incarcerations.  Some  typical  comments  about  being  in 
jail  are: 

“I  have  nothing  against  the  place  at  all  ...  I only 
wish  to  Christ  I wasn’t  in  it.  The  food  is  good  and 
they  treat  you  good  unless  you  misbehave  or  some- 
thing.” 
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“I’m  satisfied  with  the  way  I’m  treated.  I mind  my 
own  business.  The  guards  aren’t  tough.  A relaxed 
place.  A little  too  crowded.” 

“Some  poor  guards  are  too  strict  and  show  too 
much  authority.  Most  are  good.” 

“I  think  guys  who  are  in  for  drinking  should  be 
separated  from  guys  who  steal  . . . guys  in  the 
higher  rackets  — criminal  stuff.  Guys  like  myself 
could  be  led  into  crime!” 

“Should  separate  older  and  younger  men.  The 
young  kids  are  cocky  and  cause  friction.” 

“Jail  is  no  cure.  When  we  leave  here  we’ve  got  no 
place  to  go  — no  money  — no  work.  The  first 
thing  is  to  make  the  price  and  buy  a bottle  of 
wine.” 


Contented  with  Life  in  Jail 

In  assessing  these  statements,  we  see  that  the  chronic 
drunkenness  offender  is  reasonably  contented  with  life  in  jail, 
even  though  he  may  have  minor  grievances.  Such  remarks  as 
“poor  guards”,  “poor  breakfasts”,  “too  crowded”,  and  so  on,  are 
actually  in  the  nature  of  gripes  or  complaints  that  normally 
occur  even  in  an  essentially  acceptable  situation.  They  do  have 
some  validity,  but  only  relatively  — for  example,  a few  guards 
are  disliked,  but  the  vast  majority  are  liked;  breakfasts  are  poor 
in  contrast  to  a very  acceptable  lunch  and  supper;  and  the  jail 
may  be  crowded,  but  most  men  get  enough  rest  and  sleep. 

Probably  the  most  significant  feature  about  the  chronic 
drunkenness  offender  and  jail  is  his  institutionalization  to  this 
way  of  life.  To  the  extent  that  his  social  system,  his  values  and 
norms,  his  beliefs  and  feelings  are  at  variance  with  those  of  the 
larger  community  and  society,  the  more  difficult  will  be  his 
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rehabilitation.  It  is  evident  that  the  extreme  adjustment  of  the 
chronic  drunkenness  offender  to  life  in  jail  suggests  that  any 
radical  change  would  be  very  difficult  and  is  unlikely  to  occur. 


Conflicting  Responses 

When  the  chronic  drunkenness  offender  was  given  the  oppor- 
tunity to  suggest  alternative  measures  to  those  referred  to  here, 
we  obtained  some  interesting  and,  in  part,  conflicting  responses. 
To  begin  with,  only  four  per  cent  stated  that  either  the  law 
should  be  repealed  or  should  not  be  enforced.  The  other  95 
per  cent  said  that  persons  drunk  in  public  should  be  arrested; 
and  directly  contradicting  claims  of  class  bias,  38  per  cent  of 
this  group  also  stated  that  only  Skid  Row  drunks  should  be 
arrested.  Fifty-eight  per  cent  of  the  chronic  drunkenness 
offenders  said  there  should  be  no  jail  sentence,  or  only  over- 
night detention.  Again,  reference  was  made  by  32  per  cent  of 
this  group  to  only  Skid  Row  and  unrehabilitable  offenders  being 
sentenced  to  jail.  Forty-two  per  cent  referred  to  treatment  for 
alcoholism  as  an  alternative  to  jail,  and  51  per  cent  of  them 
referred  to  rehabilitation  — employment,  money,  accommoda- 
tion, and  so  on  — as  a desirable  measure. 

Thus,  in  assessing  the  expressed  beliefs  and  attitudes  of  the 
chronic  drunkenness  offender  towards  certain  parts  of  his  social 
system  — namely,  law  enforcement,  administration  of  the  law 
and  legal  sanctions  — we  see  disapproval  of  arrest  and  sentence, 
but  not  of  incarceration.  Many  attempts  have  been  made  to 
interpret  this  situation,  including  attempts  by  psychoanalysts, 
psychologists,  and  sociologists.  All  of  these  interpretations  are 
highly  speculative,  such  as  the  notion  that  chronic  drunkenness 
offenders  want  to  go  to  jail  (which  has  been  referred  to  by  some 
inmates  as  the  “stone  womb”)  — but  they  also  like  to  drink. 
This  latter  factor  presumably  explains  their  dislike  of  the  police 
and  the  court.  Some  investigators  place  considerable  signifi- 
cance on  the  fact  that  the  chronic  drunkenness  offender  denies  a 
craving  for  liquor  when  in  custody,  contending  that  this  supports 
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the  conclusion  that  offenders  are  “at  home”  in  jail  and  have  no 
“need”  for  alcohol.  Little  systematic  evidence  is  available  to 
support  or  disclaim  these  ideas.  However,  some  related  facts  do 
exist  — such  as  our  knowledge  that  in  other  types  of  protective 
settings  where  alcohol  is  available,  it  is  used. 

Further  analysis  of  this  kind  of  information,  and  the  relating 
of  observed  overt  behavior  in  each  of  these  three  areas,  is 
necessary  before  we  can  arrive  at  even  tentative  meaningful 
conclusions.  However,  it  is  safe  to  conclude  that  chronic 
drunkenness  offenders  still  possess  the  ability  to  feel  and  think, 
distorted  and  deviant  as  their  thinking  and  feeling  may  be.  It  is 
equally  safe  to  agree  with  the  man  who  said,  “Arresting  us  and 
putting  us  in  jail  is  no  good.  You  go  out  and  get  a drink  as  soon 
as  you’re  released.  It’s  just  a waste  of  the  taxpayers’  money.” 

Hopefully,  systematic  research  findings  such  as  those  obtained 
in  this  study,  can  result  in  a community  making  more  effective 
and  realistic  use  of  its  resources  in  coping  with  the  problem  of 
the  chronic  drunkenness  offender.  B 


Narcotics,  Addicts  and  the  Law 

by  R.  St.  J.  Macdonald,  LL.B.,  LL.M* 

Tf  there  is  one  problem  in  North  America  that  continues  to 
A produce  doubts,  difficulties  and  confusion  for  lawyers,  doctors, 
correctional  and  rehabilitation  officers,  social  scientists  and 
amateur  observers  of  the  passing  scene,  it  is  the  problem  of 
controlling  and  treating  narcotic  drug  addiction.  The  addiction 
phenomenon  is  a great  mystery,  of  course,  and  for  that  reason 
a variety  of  approaches  is  essential  if  we  are  to  hope  to  compre- 
hend it  in  the  fullness  of  its  manifestations. 


* The  author  is  Professor  of  Law  at  the  University  of  Toronto;  and  a member  of 
the  Medical  Advisory  Board  of  the  Alcoholism  and  Drug  Addiction  Research 
Foundation. 
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If  we  are  to  change  human  personalities  — and  that,  after  all, 
is  what  is  frequently  involved  — and  if  lonely,  rootless,  anxious 
men  and  women  who  are  uncertain  of  the  reliability  of  their 
alliances  with  their  fellows,  and  who  all  too  often  regard  them- 
selves as  little  more  than  cosmic  trivialities,  are  to  be  eased  back 
into  a society  which  expects  reasonable  discharge  of  assigned 
responsibilities,  we  must  be  prepared  to  adopt  experimental 
attitudes,  heavily  laced  with  social,  medical  and  psychiatric 
inventiveness.  We  will  probably  have  to  prepare  ourselves  for  a 
host  of  new  approaches  that  have  never  been  tested  in  this 
country:  trying  the  British  system  of  maintenance  doses  to  help 
addicts  to  function  and  work;  introducing  half-way  houses  that 
have  a quasi-family  atmosphere  in  decent  neighbourhoods  away 
from  the  addict  culture,  with  its  drug  availability;  intensifying 
efforts  at  vocational  placement  for  the  marginal  addicts,  and  so 
forth. 


The  Legal  Framework 

The  present  note  is  offered  not  so  much  as  a contribution  to 
the  solution  of  these  substantive  problems  but  as  an  outline  of 
Canada’s  legislative  record  in  regard  to  narcotics.  Its  purpose 
is  to  indicate  the  broad  legal  framework  within  which  treatment 
policies  have  been  confined,  and  to  emphasize,  by  way  of  con- 
clusion, the  need  for  an  agreed  code  of  procedure  under  which 
physicians  may  legally  and  ethically  treat  narcotic  addicts.  The 
perspective  revealed  is  a lawyer’s  perspective,  and  it  is  offered 
with  full  consciousness  of  the  fact  that  in  these  multi-dimensional 
problems,  such  as  addictions,  law  is  merely  hand-made  to  policy. 
It  is  hoped,  however,  that  the  lawyer’s  views  will  be  helpful  in 
supplementing  the  work  of  other  social  scientists,  and,  at  a 
minimum,  be  of  help  in  exposing  the  existing  state  of  the  law  on 
matters  of  common  interest. 

Generally  speaking,  the  legislative  history  of  Canada’s  policy 
on  narcotic  drugs  divides  itself  into  two  phases:  first,  from  1908 
to  1961,  and  secondly,  from  1961  to  the  present  time.  During 
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the  first  phase,  the  object  of  that  hardy  old  perennial,  the  Opium 
and  Narcotic  Drug  Act,  was  to  control  the  domestic  distribution 
of  drugs,  and  to  cope  with  the  illicit  traffic  without  unreasonably 
interfering  with  the  essential  distribution  of  narcotics  for  legiti- 
mate medical  and  scientific  purposes.  The  courts  referred  to  the 
statute  from  time  to  time  as  being  a complete  code  of  law  on 
narcotic  drugs,  and,  as  such,  the  legislation  purported  to  effect 
a balance  between,  on  the  one  hand,  prohibition  in  the  interests 
of  suppressing  the  illicit  traffic  and,  on  the  other,  the  needs  of 
supply  and  drug-availability  for  medical  personnel,  pharma- 
ceutical houses,  and  others  in  legitimate  medical  pursuits.  To 
put  it  in  a nutshell,  the  object  of  the  statute  was  to  protect  the 
public  against  the  improper  use  of  narcotics.  To  this  end,  the 
importation,  sale,  distribution,  and  indeed  the  use,  of  these  drugs 
was  prohibited,  save  for  medicinal  and  scientific  objects. 


The  Addicts  Dilemma 

Thus  it  was  that  Canada’s  approach  to  the  narcotic  problem 
combined  in  a single  statute  both  the  administrative  aspects  for 
controlling  drugs  for  health  purposes  and  the  criminal  aspects 
concerned  with  illicit  uses.  As  is  well-known,  the  statute  addi- 
tionally curtailed  the  rights  of  physicians  to  distribute  narcotics; 
and  consciously  or  unconsciously,  it  operated  to  separate  the 
narcotic  addict  from  the  medical  profession:  it  made  it  impossible 
for  the  addict  to  acquire  narcotics  legally  for  his  addiction,  and 
it  punished  him  when  he  acquired  them  illegally.  To  that  extent, 
the  Act  ignored  the  biological  compulsions  of  the  sickness  and 
accepted  enforcement  and  punishment  as  its  dominant  charac- 
teristics. As  a criminal  law  statute  it  exhibited  strong  reliance 
upon  the  efficacy  of  enforcement:  it  impliedly  repudiated  or 
ignored  the  view  that  the  addict  was  a sick  person. 

The  second  phase  of  the  history  of  Canada’s  policy  on 
narcotics  dates  from  June  12th,  1961,  when  the  Narcotic  Con- 
trol Act  was  passed  by  the  House  of  Commons.  All  those  who 
participated  in  the  official  debate,  including  the  minister  who 
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piloted  the  bill  through  the  House,  admitted  that  despite  the  best 
efforts  of  the  law  enforcement  agencies  the  former  policy 
expressed  by  the  Opium  and  Narcotic  Drug  Act  had  not  been 
completely  successful,  and  that  what  was  needed  was  a new 
emphasis  on  medical  and  correctional  aspects.  The  result  was 
The  Narcotic  Control  Act  of  1961  — a somewhat  unusual  and 
fairly  advanced  piece  of  legislation  of  its  kind. 

In  addition  to  repealing  the  Opium  and  Narcotic  Drug  Act, 
which  was  Canada’s  basic  legislation  in  the  area  for  over  40 
years,  the  new  statute  separates  criminal  enforcement  from  legal 
distribution  aspects,  introduces  new  offences  and  stiffer  penal- 
ties, and,  most  significantly,  substitutes  for  mere  imprisonment 
the  idea  of  committing  addicts  to  custody  for  treatment  in  special 
centres.  The  statute  eliminates  archaic  provisions  that  appeared 
in  the  old  Act,  such  as  those  on  opium  pipes;  brings  forward 
a new  definition  of  “narcotic  addict”,  makes  possession  mean 
possession  as  defined  in  the  Criminal  Code;  and  encourages 
enactment  of  provincial  legislation  under  which  non-criminal 
addicts  can  submit  voluntarily  to  the  federal  committal  pro- 
cedure, thereby  securing  the  benefit  of  treatment.  There  is  no 
doubt  that  the  thinking  behind  it  represents  an  improvement 
over  what  we  have  had  in  the  past.  The  Act,  incidentally,  is  an 
interesting  example  of  the  impact,  or  lack  of  it,  that  the  Cana- 
dian Bill  of  Rights  can  have  on  legislation  which  touches  sensi- 
tive areas  of  personal  freedom,  such  as  freedom  from  unreason- 
able searches  and  seizures. 


Senate  Recommendations 

The  origin  of  the  new  legislation  is  the  Senate  Report  of 
1955.  It  is  well-known  that  a special  committee  of  the  Senate 
made  an  investigation  into  the  narcotic  drug  traffic  in  Canada 
and  problems  related  thereto;  and  that,  on  June  23rd,  1955,  the 
committee  handed  down  a comprehensive  report  which  contained 
a number  of  recommendations  for  suppressing  the  illicit  traffic. 
In  1957,  a measure  described  as  Bill  D,  an  Act  to  provide  for  the 
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Control  of  Narcotic  Drugs,  was  introduced  in  the  Senate  to 
implement  these  recommendations.  This  bill  was  passed  in  the 
Senate  and  was  given  first  reading  in  the  Commons  before 
Parliament  dissolved  in  the  spring  of  1957.  Its  reintroduction 
was  delayed,  however,  because  there  was  need  for  further  study 
of  the  problem,  particularly  of  measures  for  treating  addicts, 
and  because  federal  elections  took  place  in  1957  and  1958. 
Hence  it  was  not  until  January  24,  1961,  that  the  Minister  of 
Justice  was  able  to  announce,  in  an  important  policy  statement, 
that  the  government  had  approved  a new  approach  to  drug 
addiction  in  Canada.  The  Narcotic  Control  Act  followed  four 
months  later,  and  is  thus  seen  to  be  based  upon  the  Senate 
Report  and  Bill  D,  as  revised  in  the  light  of  experience  acquired 
in  the  intervening  years. 


Responsibilities  Are  Shared 

The  statute  is  divided  into  two  parts.  Part  I,  entitled  Offences 
and  Enforcement,  comprises  sections  3 to*  14  inclusive,  and  is 
the  responsibility  of  the  Minister  of  National  Health  and  Wel- 
fare. Part  II,  entitled  Preventive  Detention  and  Custody  for 
Treatment,  includes  sections  12  to  21,  and  attracts  the  primary 
responsibility  of  the  Minister  of  Justice.  Narcotic  legislation  has 
traditionally  been  the  responsibility  of  the  health  ministry,  but 
the  responsibility  of  the  Minister  of  Justice  arises  in  connection 
with  the  enforcement  of  the  control  measures,  the  apprehension 
and  detention  of  those  who  break  the  law,  and  the  custody  and 
treatment  of  those  who  are  convicted  of  such  offences.  Sections 
3 to  6,  in  Part  I,  set  out  five  particular  offences:  unauthorized 
possession  of  narcotics,  trafficking,  possession  for  the  purpose  of 
trafficking,  illegal  importation  or  exportation,  and  cultivation  of 
opium  or  marihuana  without  authority.  It  is  only  necessary  here, 
in  this  brief  note,  to  call  attention  to  trafficking  and  possession 
for  the  purpose  of  trafficking. 

Section  4(1)  provides  that  no  person  shall  traffic  in  a narcotic 
or  any  substance  represented  or  held  out  by  him  to  be  a narcotic. 
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Section  4(2)  provides  that  no  person  shall  have  in  his  possession 
any  narcotic  for  the  purpose  of  trafficking.  There  are  thus  the 
separate  offences  of  trafficking  and  possession  for  the  purpose  of 
trafficking.  Trafficking  is  defined  to  include  the  unauthorised 
selling,  giving,  administering,  delivering,  or  distributing  of 
narcotics;  and  it  follows  that  possession  for  that  purpose  is 
related  to  trafficking,  with  some  procedural  differences  that  are 
provided  for  regarding  its  proof.  It  is  obvious  that  in  the  charge 
of  possession  for  the  purpose  of  trafficking,  an  important  element 
is  the  quantity  of  narcotics  found  and  the  circumstances  in  which 
it  was  found:  this  substantially  has  been  the  criterion  in  narcotic 
enforcement. 


"Get  Tough"  Policy 

Every  person  who  violates  either  subsection  (1)  or  (2)  of 
section  4 is  guilty  of  an  indictable  offence  and  is  liable  to 
imprisonment  for  life.  This  is  a significant  increase  in  the  severity 
of  the  penalty,  especially  for  first  offenders,  and  carries  forward 
a “get  tough”  policy  inaugurated  some  years  ago.  The  Senate 
Report  recommended  that  trafficking,  regardless  of  purpose, 
should  be  made  a costly  and  hazardous  undertaking  in  terms  of 
penalty.  It  also  advised  that  there  be  mandatory  minimums  for 
second  or  subsequent  trafficking  offences.  In  1952,  the  penalty 
for  trafficking  was  seven  years  maximum,  upon  indictment.  In 
1954,  the  statute  was  amended  to  make  the  trafficker  liable  upon 
conviction  to  imprisonment  for  a term  not  exceeding  14  years 
and,  at  the  judge’s  discretion,  to  be  whipped.  No  sentence  of 
more  than  14  years  could  be  imposed  upon  a second  or  subse- 
quent conviction.  Probation  could  be  granted  to  first  offenders. 
By  contrast,  the  new  Act  provides  for  life  imprisonment  as  the 
maximum  punishment. 

The  court  has  thus  been  given  an  almost  complete  discretion 
to  impose,  within  the  maximum,  whatever  penalty  is  most 
appropriate  in  the  individual  case.  Probation  continues  to  be 
available  in  proper  cases  for  first  offenders.  And,  since,  as 
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will  be  mentioned,  Part  II  controls  section  4,  a person  convicted 
for  trafficking  for  the  second  time  will  be  sentenced  to  detention 
for  an  indeterminate  period,  during  which  period  he  could  be 
committed  for  treatment.  Whether  or  not  there  should  be  a 
minimum  sentence  for  a first  trafficking  offence  remains  to  be 
seen.  It  might  be  argued  that  would-be  traffickers  should  be 
given  very  clear  notice  that  there  is  a heavy  minimum  and  that 
they  could  not  expect  release  until  its  elapse.  On  the  other  hand, 
wiser  policy  probably  declares  that  the  courts  be  allowed  the 
discretion  they  now  enjoy,  and  that  they  be  allowed  a reasonable 
time  to  work  out  the  strengths  and  weaknesses  of  the  new  legis- 
lation. More  important  perhaps  is  the  fact  that,  since  profes- 
sional peddlers  frequently  use  adolescents  as  pushers,  it  would 
be  unduly  harsh,  and  not  strike  at  the  root  of  the  problem,  to 
impose  a heavy  minimum  upon  these  young  people. 


Trafficking  — A Case  for  Capital  Punishment? 

The  object  of  increasing  the  trafficking  penalty  is  to  deter  and 
punish,  “to  indicate  to  the  courts,  the  country  as  a whole  and 
the  traffickers  themselves  the  detestation  in  which  this  crime  is 
held,  and  to  provide  the  courts  with  sufficient  means  of  order- 
ing detention  in  the  case  of  these  offences”.  There  was  not 
unanimous  agreement,  however,  that  the  change  went  far  enough. 
During  debate  on  second  reading,  and  later  in  committee, 
Mr.  John  Drysdale,  the  Progressive  Conservative  member  for 
Burnaby-Richmond,  argued  that  the  provision  for  life  imprison- 
ment was  insufficient  and  that,  especially  in  the  case  of  a 
trafficker  who  is  not  a user  himself,  the  death  sentence  should 
have  been  included  as  an  alternative.  In  urging  that  “we  have 
here  the  most  obvious  case  for  the  maximum  deterrent”,  he 
adopted  the  following  language  of  Mr.  Harold  Winch,  C.C.F. 
member  for  Vancouver-East:  “A  murderer  kills  and  that  is  it. 
But  one  who*  traffics  in  drugs,  who  brings  a person  to  addiction, 
to  that  insatiable  craziness,  makes  an  absolute  hourly  and  daily 
hell  for  life  for  the  addict.  I,  therefore,  have  no  sympathy  for 
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him.  . . Mr.  Drysdale  also  said  that  he  took  the  position  he 
did  “because  I am  unable  to  see  the  necessity  or  justification  for 
the  state  maintaining  that  type  of  individual  at  a cost  of  $2,000 
per  year  which,  if  applied  to  a life  sentence  of  10  or  20  years, 
would  amount  to  $20,000  or  $40,000  respectively”. 

In  supporting  the  Drysdale  amendment,  which  was  later 
rejected,  the  Conservative  member  for  Vancouver-Kingsway, 
Mr.  J.  F.  Browne,  suggested  that  since  the  House  had  previously 
accepted  the  idea  that  capital  punishment  should  be  retained 
in  Canada  as  a unique  deterrent,  consistency  required  that  this 
deterrent  be  applied  to  trafficking.  Mr.  Fulton,  however,  express- 
ing the  Government’s  view,  said  that  during  the  debate  on  capital 
punishment  the  House  approved  “that  generally  speaking  the 
grounds  for  capital  punishment  should  be  restricted  rather  than 
enlarged.  I know  that  it  is  still  a potential  penalty  for  those 
guilty  of  treason  or  piracy,  but  broadly  speaking,  capital  punish- 
ment is  now  restricted  to  those  who  kill  as  a result  of  planning 
and  deliberation.  We  think  it  would  be  completely  inconsistent 
with  that  principle  to  enlarge  the  types  of  crimes  to  which  capital 
punishment  is  now  applicable  so  as  to  include  trafficking  in 
narcotics”.  He  went  on  to  remind  the  committee  that  a person 
convicted  of  trafficking  on  a second  or  any  subsequent  offence 
is  liable  to  an  indeterminate  sentence  under  Part  II,  the  effect 
being  that  he  would  be  under  supervision  for  life  even  if  he 
should  be  paroled. 


Search  and  Seizure  — A Violation  of  Rights? 

Other  features  of  the  statute,  such  as  the  provisions  on 
burden  of  proof,  search  and  seizure,  and  writs  of  assistance 
are  fairly  well  known.  Yet  it  is  worth  emphasizing,  in  passing, 
that  the  problem  of  police  brutality,  which  so  often  accompanies 
search  and  seizure  and  the  use  of  writs  of  assistance,  raises  the 
question  of  the  desirability  of  maintaining  the  admissibility  rule 
which  allows  in  virtually  all  evidence  that  is  relevant  to  the 
charge.  The  legality  or  illegality  of  the  method  by  which  the 
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evidence  is  obtained  is  a separate  and  distinct  issue:  it  may  be  the 
subject-matter  for  a (purely  theoretical)  action  in  damages  against 
the  police  for  trespass  or  assault  or  false  imprisonment;  but  it  is 
said  to  have  no  bearing  upon  the  guilt  or  innocence  of  the 
accused  and  therefore  is  of  no  concern  to  the  court  in  trying 
the  accused  as  charged. 

Those  who  are  unhappy  over  this  state  of  affairs  — who 
think,  as  I do,  that  certain  searches  and  seizures  should  be 
beyond  the  tolerance  of  civilized  society  — are  pretty  well  driven 
back  to  the  “due  process  of  law”  provision  in  the  Canadian  Bill 
of  Rights,  and  to  wondering  whether  a strong  court  could  be 
induced  to  pour  substantive  content  into  those  words.  When  all 
is  said  and  done,  the  best  way  to  outlaw  certain  searches  and 
seizures  is  to  make  their  fruits  unavailable  to  the  police,  that  is 
to  say,  to  make  the  evidence  inadmissible.  Admittedly,  this  may 
be  something  of  a fantasist’s  dream,  having  regard  to  the  rules 
of  evidence  as  they  now  stand;  but  the  fact  is  that  the  world 
revealed  by  Mr.  Justice  Frankfurter  in  the  Rochin  Case  is  a more 
sane,  sensible  and  civilized  place  than  the  authoritarian  universe 
accepted  by  the  late  Chief  Justice  Robertson  in  Brezack.  Those 
who  dismiss  this  as  a silly,  sentimental  point  of  view  can  find 
arguments  to  support  it  in  Alan  Barth’s  stimulating  book  on 
The  Price  of  Liberty.  The  point  simply  is  that  brutality  in  law 
enforcement  lowers  the  dignity  of  law  enforcers  and  their  own 
sense  of  that  dignity.  It  may  lead  in  time  to  a deadening 
insensitivity  to  the  very  values  which  the  policeman  is  dedi- 
cated to  preserving. 


Punishment  vs.  Treatment 

It  is  in  Part  II  of  the  statute  that  the  sweep  of  the  new  policy 
reveals  itself.  Section  15  provides  that  where  for  the  second  time 
a person  is  convicted  of  trafficking,  or  illegal  importing  or 
exporting,  or  where  he  has  previously  been  sentenced  to  pre- 
ventive detention  under  this  section,  the  court  must  sentence  him 
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to  preventive  detention  in  a penitentiary  for  an  indeterminate 
period,  in  lieu  of  any  other  sentence  that  might  be  imposed  for 
the  offence  committed. 

Section  16  provides  that  where  a person  is  charged  under 
sections  3,  4,  or  5,  the  court  may,  upon  application  by  the 
Crown  or  the  person  charged  or  his  counsel,  either  before  or 
after  he  is  committed  for  trial  and  before  any  sentence  is  passed, 
remand  him  to  custody  for  examination  for  not  more  than  seven 
days.  And,  under  section  17(1)  where  the  person  who  has  been 
so  remanded  is  convicted,  the  court  must,  before  sentencing  him, 
consider  the  evidence  from  the  examination,  together  with 
medical  evidence,  and  if  the  court  is  satisfied  that  he  is  a narcotic 
addict,  it  must,  despite  section  15,  sentence  him  to  custody  for 
treatment  for  an  indeterminate  period  in  lieu  of  any  other 
sentence  for  the  offence  of  which  he  was  convicted.  It  is  here 
that  one  sees,  for  the  first  time,  that  federal  legislation  recog- 
nizes addicts  as  patients,  that  it  regards  addiction  as  something 
more  complex  than  criminal  indulgence,  and  that  it  abandons 
the  threadbare  belief  in  the  efficacy  of  punishment  simpliciter. 


Indeterminate  Sentences 

Sections  16  and  17  come  to  this:  if  those  charged  are  not 
addicts  they  will  be  sentenced  under  sections  3,  4,  and  5;  if  they 
are  addicts  they  will  be  treated  for  their  addiction,  and  this  will 
be  so  whether  the  addict  is  a trafficker  or  not.  If,  for  example,  a 
trafficker  is  found  to  be  an  addict,  he  should  be  sentenced  to 
custody  for  treatment  instead  of  being  sentenced  (possibly)  to 
life  imprisonment  under  section  4(3).  The  trafficker  who  peddles 
primarily  to  pay  the  cost  of  his  own  addiction  is  still  considered 
to  be  no  less  a menace  to  society  while  at  large  than  the  trafficker 
who  peddles  for  profit:  both  are  involved  in  spreading  the  drug 
habit.  But  the  addict  peddler  is  a sick  person  — peddling  is  his 
particular  method  of  meeting  the  demands  of  his  illness  — and 
one  welcomes  the  fact  that  he  is  now  officially  regarded  in  terms 
of  his  addiction  rather  than  of  his  peddling. 
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Where  a person  is  sentenced  to  custody  for  treatment  for  an 
indeterminate  period,  he  will  be  placed,  under  section  18,  in  an 
institution  operated  under  the  Penitentiary  Act  and  become  sub- 
ject to  the  Parole  Act.  If  he  has  not  previously  been  convicted 
under  the  narcotic  statute,  the  length  of  his  sentence  for  treat- 
ment is  fixed  by  the  Parole  Board,  but  cannot  exceed  10  years 
from  the  time  of  his  parole,  unless  before  then  his  parole  is 
forfeited  or  revoked.  Parole,  however,  is  only  permitted  when 
the  board  says  that  it  is  in  the  interest  of  society  to  release  the 
inmate.  The  institutions  to  which  persons  will  be  committed  to 
custody  for  treatment  are  not  further  mentioned  in  the  Act,  but 
Mr.  Fulton  explained  to  the  House  that  eventually  there  will  be 
separate  centres  for  treatment  where  it  may  be  possible  to  treat 
non-criminal  as  well  as  criminal  addicts. 


Federal-Provincial  Cooperation  Needed 

In  this  regard,  section  19  stipulates  that  where  a provincial 
legislature  provides  for  treatment  for  non-criminal  addicts,  the 
minister  may  enter  into  an  agreement  with  the  province  for 
confining  and  treating  such  persons  in  federal  institutions.  This 
important  provision  reflects  Parliament’s  concern  that  the  gap 
be  closed  between  what  should  be  done  and  what  federal  legisla- 
tion constitutionally  can  do.  Parliament’s  jurisdiction  in  the 
area  is  limited  to  criminal  law,  more  particularly  to  the  appre- 
hension and  treatment  of  criminals  who  happen  to  be  addicts. 
Matters  relating  to  health  and  welfare,  and  to  juvenile  delin- 
quency, a prime  cause  of  addiction,  as  well  as  the  treatment  of 
addicts  who  are  about  to  become  criminals,  are  largely  within 
the  provincial  domain.  It  was  thus  to  encourage  provincial 
cooperation,  without  which  the  Fulton  plan  cannot  succeed, 
that  section  19  was  included. 

It  must  be  appreciated  that  the  federal  treatment  centres  will 
not  be  for  entrants  who  can  go  voluntarily  on  terms  arranged 
between  themselves  and  the  institutions.  They  are  centres  to 
which  addicts  will  be  committed  as  a result  of  the  criminal 
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procedure.  The  statute  states  that  they  will  be  operated  under 
the  authority  of  the  Penitentiary  Act,  which  means  that  they 
will  have  a definite  element  of  custody,  though  the  purpose  of 
the  custody  is  treatment.  The  government  has  not  overlooked 
the  question  of  voluntary  treatment  for  non-criminal  addicts, 
however.  Though  it  cannot  act  directly  on  the  question,  that 
once  more  being  a local  responsibility,  it  has  in  mind  the  possi- 
bility of  assisting  the  provinces,  perhaps  under  the  health  grants 
program,  to  set  up  treatment  centres  to  which  persons  might  go 
voluntarily.  These  centres  would  be  quite  separate,  physically 
and  administratively,  from  the  federal  institutions  for  the  ob- 
vious reason  that  two  different  types  of  inmates  are  involved. 

The  Narcotic  Control  Act  is  a fairly  enlightened  response  to 
the  acknowledged  fact  that  despite  the  best  efforts  of  the 
R.C.M.P.,  the  old  policy  of  punishment  per  se  has  been  a failure. 
The  new  statute,  to  be  sure,  retains  strong  punitive  aspects,  as 
evidenced  by  sections  4 and  5,  but  it  provides  additionally  for 
committal  to  custody  for  treatment  in  (eventually)  new  insti- 
tutions where  addicts  will  be  separated  from  non-addicts.  It 
provides,  too,  for  specific  federal-provincial  cooperation,  with- 
out which  any  plan  can  have  little  hope  of  success. 


An  Advanced  Statute 

These  are  wholly  new  departures  from  the  old  program.  How 
they  will  work  out  in  practice  remains  to  be  seen.  For  some 
addicts  the  new  plan  will  mean  a life-time  of  medical  care.  The 
government,  however,  has  nowhere  suggested  that  treatment 
facilities  alone  can  beat  the  addiction  problem.  Its  spokesmen 
have  underscored  the  need  for  a positive  attitude  on  the  part  of 
the  addict  himself,  the  importance  of  after-care,  rehabilitation, 
job  opportunities,  subsequent  assimilation  into  society,  and  so 
forth.  The  new  scheme  takes  into  account  many  more  relevant 
factors  than  the  old  one  did,  and  it  is  hard  to  resist  the  con- 
clusion that,  all  in  all,  it  is  one  of  the  more  advanced  statutes  of 
its  kind  in  the  world  today. 
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All  is  not  rosy,  however.  Problems  remain,  and  two  of  the 
more  important  ones  will  be  mentioned  by  way  of  conclusion. 
In  the  first  place,  the  pioneer  treatment  centre  at  Matsqui,  British 
Columbia,  has  all  the  earmarks  of  being  another  Lexington.  It  is 
too  far  away  from  the  downtown  metropolitan  area  and  therefore 
runs  the  risk  of  not  being  able  to  base  an  effective  follow-up 
program.  It  may  impress  less  than  desirable  attitudes  upon  its 
own  treatment  team,  which  is  forced  to  live  in  a comparatively 
isolated  community.  It  is  too  large,  and  its  over-all  orientation 
continues  to  be  punitive  rather  than  curial.  The  treatment  context 
is  just  not  right.  Related  to  this  is  the  delicate  question  of  who 
should  provide  the  supervision  after  release  that  is  called  for  by 
Part  II  of  the  statute.  Should  the  federal  government  go  ahead 
with  its  plans  to  recruit  some  25  parole  officers  or  should  the 
after-care  agencies,  which  have  traditionally  done  so  much  in 
this  area,  be  strengthened  and  buttressed  for  this  new  task?  The 
answer,  I suppose,  turns  on  which  authority  is  best  equipped  and 
willing  to  make  parole  flexible;  to  make  it  treatment  and  com- 
munity oriented,  rather  than  primarily  punitive;  and  which  of 
them  can  build  parolee  confidence  instead  of  conveying  Big 
Brother  attitudes,  so  disruptive  of  successful  rehabilitation  pro- 
grams. All  in  all,  Matsqui  may  not  be  too  successful.  Lexington 
and  Fort  Worth  have  long  demonstrated  that,  irrespective  of 
length  of  commitment,  the  relapse  rate  is  more  than  75  per  cent. 
Merely  to  get  an  addict  off  the  street  and  into  a Lexington  type 
institution  is  not  the  answer.  On  the  other  hand,  Matsqui  is  only 
a beginning,  and  one  hopes  that  the  experience  gained  from  its 
operation  will  be  taken  into  account  when  the  government  builds 
its  projected  units  in  Ontario  and  Quebec. 


The  Physician  Can  Treat  Addicts 

It  is  everywhere  recognized  that  the  physician  should  be 
increasingly  involved  in  the  addiction  problem,  and  that,  more 
specifically,  he  should  be  given  greater  responsibility  and  a 
larger  role  in  treatment  programs.  Will  the  law  permit  this?  The 
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answer  is,  “yes,  provided  that  certain  conditions  are  satisfied”. 
This,  however,  was  not  always  so.  Or,  if  it  was,  it  was  not  clear 
that  it  was  so.  The  Opium  and  Narcotic  Drug  Act,  for  example, 
restricted  the  right  of  a physician  to  furnish  drugs  to  any  person. 
Physicians  were  only  permitted  to  provide  or  prescribe  drugs 
which  (i)  were  required  for  medical  purposes,  or  (ii)  were  pre- 
scribed for  the  medical  treatment  of  a person  who  was  under 
professional  treatment  by  the  physician.  What  this  meant  may 
have  been  known  to  the  Department  of  National  Health  and 
Welfare,  but  it  was  unclear  to  many  in  the  legal  and  medical 
professions.  The  reported  cases  — there  are  less  than  half  a 
dozen  — suggested  that  the  Department  would  not  interfere 
when  the  physician  was  making  a bona  fide  attempt  to  treat  the 
addict  in  a reasonably  professional  way.  The  Department  would 
step  in,  of  course,  when  negligence,  illicit  diversion,  trafficking, 
and  so  forth  was  threatened  or  present.  But  the  physician’s 
position  regarding  the  provision  of  maintenance  doses,  even  if 
part  of  a treatment  program,  was  ambiguous. 


Clarifying  Statute  Provisions 

It  was  widely  believed  that  the  treatment  of  addiction  as  such 
was  outside  the  two  conditions  mentioned  above;  and,  since  the 
onus  was  on  the  doctor  to  show  that  when  he  supplied  drugs  he 
did  so  for  either  of  these  two  purposes,  there  developed  the 
belief  that  the  statute  was  intended  to  separate  the  addict  from 
the  medical  profession.  The  addict,  it  was  thought,  was  by  law 
| , deprived  of  sick-person  status.  In  terms  of  guide  lines  and  conse- 

i quences,  there  was  a failure  to  make  clear  what  the  statutory 

provisions  meant.  And  so,  in  these  circumstances,  few  physicians 
i were  prepared  to  risk  prosecution  in  order  to  find  out. 

The  present  position  is  set  out  in  the  Regulations  to  the 
; Narcotic  Control  Act.  Section  38  of  the  Regulations  states  that 

I no  practitioner  shall  prescribe  or  administer  a narcotic  unless  the 
person  concerned  is  “under  his  professional  treatment”  and  “the 
narcotic  is  required  for  the  condition  for  which  the  patient  is 
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receiving  treatment”.  Obviously  this  differs  from  section  16  of 
the  Opium  and  Narcotic  Drug  Act,  but  once  again  the  question 
of  meaning  arises.  The  section  appears  to  require  treatment  that 
is  characterized  by  control,  that  is  to  say,  treatment  that  is  not 
indiscriminate,  casual  or  (of  course)  negligent  in  the  sense  that 
narcotics  are  allowed  to  become  diverted  into  the  illicit  traffic. 
The  treatment,  in  other  words,  must  embrace  elements  of  con- 
tinuity as  well  as  professional  supervision  by  the  physician. 
Assuming  the  presence  of  these  requirements,  does  section  38 
authorize  a practitioner  to  furnish  narcotics  to  an  addict  who  is 
being  treated  for  his  addiction?  The  answer,  as  indicated  above, 
is  yes,  if  the  physician  bona  fide  believes  that  “the  narcotic  is 
required  for  the  [patient’s]  condition”,  and  provided  the  treatment 
program  aims  at  cure  rather  than  simple  prolongation  of  the 
addiction  condition.  Since  virtually  all  respectable  programs 
(Lady  Isabella  Frankau,  Dr.  S.  J.  Holmes,  Dr.  Robert  Halliday) 
espouse  this  objective,  narcotics  administration  in  institutional 
and  other  settings  would  appear  to  be  legally  permissible.  The 
legality,  moreover,  would  extend  to  the  furnishing  of  drugs  for 
self-administration,  provided  the  above-mentioned  conditions 
were  met. 


A Useful  Guide 

In  regard  to  ambulatory  withdrawal,  however,  we  have  very 
little  to  go  on  in  Canada.  It  would  seem  to  me  to  be  legal  where 
there  are  adequate  controls  in  the  administration  of  the  doses 
and  simultaneous  rehabilitative  care.  Whether  it  is  desirable  or 
not  is  another  matter.  In  the  United  States,  the  American 
Medical  Association’s  1963  statement  on  “The  Use  of  Narcotic 
Drugs  in  Medical  Practice  and  the  Medical  Management  of 
Narcotic  Addicts”  provides  a useful  guide  line  on  the  point: 

“Withdrawal  on  an  ambulatory  basis  is  generally 
unsound  and  not  recommended  on  the  basis  of  present 
knowledge.  Only  under  exceptional  circumstances  is  it 
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proper  to  attempt  withdrawal  on  an  ambulatory  basis  and 
then  it  must  be  done  only  by  a physician  of  special  skill 
and  experience  in  the  management  of  addicted  patients. 
In  such  cases  there  should  always  be  consultations  with  a 
psychiatrist  if  one  is  available,  or  with  another  physician 
who  will  substantiate  the  fact  that  ambulatory  withdrawal 
is,  in  fact,  indicated.” 


Physicians  Must  Make  Their  Views  Known 

This  statement  is  part  of  a fairly  comprehensive  code  which  the 
A.M.A.  has  developed,  and  with  which  the  U.S.  Federal  Bureau 
of  Narcotics  is  in  agreement.  It  deserves  careful  study  by  all 
Canadians  who  are  interested  in  these  problems  because  it  con- 
tains many  ideas  which  are  probably  as  applicable  in  this  country 
as  they  are  in  the  United  States.  It  suggests,  for  example,  that 
the  physician  would  do  well  to  have  the  patient  agree,  in  writing, 
to  follow  his  treatment  program  and  to  refrain,  inter  alia,  from 
obtaining  drugs  elsewhere.  This  idea  should  commend  itself  to 
Canadian  doctors  as  being,  among  others,  an  appropriate  way  of 
protecting  themselves  from  the  burden  which  section  41  of  the 
Regulations  places  upon  them  to  prove,  when  charged,  that 
narcotics  were  furnished  within  section  38. 

To  conclude:  it  doesn’t  take  an  analyst  — legal  or  medical  — 
to  perceive  that  the  regulations  do  not  carry  their  own  explana- 
tions on  their  face.  The  truth  is  that  it  is  the  responsibility  of  the 
medical  profession  to  decide  now  in  detail  on  what  it  regards  as 
desirable,  possible  and  humane  in  the  matter  of  treating  addic- 
tions, to  have  its  views  endorsed  by  the  Department  of  National 
Health  and  Welfare,  and  widely  distributed  among  the  ranks  of 
the  medical  profession  at  large.  Until  this  is  done,  we  cannot 
hope  to  dispel  the  confusion  prevalent  among  most  doctors 
regarding  the  precise  role  they  may  ethically  and  legally  play  in 
the  treatment  of  an  addict.  ■ 
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Narcotics  and  the  Burden  of  Proof: 
Offences  under  the  Narcotic  Control  Act 

by  Austin  M.  Cooper , B.Com .* 


'TTie  Narcotic  Control  Act  is  a statute  of  the  Dominion  Govern- 
x ment  that  came  into  force  on  September  15,  1961,  to  replace 
the  former  Opium  and  Narcotic  Drug  Act.  In  this  article,  I 
intend  to  deal  with  the  four  main  criminal  offences  that  are 
created  by  the  Narcotic  Control  Act,  and  which  are  found  in 
Sections  3,  4 and  5 of  that  Act. 

Section  3 provides  that  “Except  as  authorized  by  this  Act  or 
the  regulations,  no  person  shall  have  a narcotic  in  his  posses- 
sion”. “Narcotic”  is  defined  in  Section  1 (e),  and  includes  opium, 
morphine,  cocaine,  heroin  and  marihuana,  as  well  as  other  drugs. 


Definition  of  Possession 

In  any  prosecution  for  possession  of  a narcotic,  the  onus  will 
be  on  the  Crown  to  prove  beyond  a reasonable  doubt  that  a 
prohibited  drug  is  in  the  possession  of  the  accused,  and  that  the 
accused  knew  the  substance  to  be  a drug  (Beaver  vs.  the  Queen 
(1957)  118  Criminal  Code  of  Canada  129).  Possession  under 
the  Act  is  equated  to  the  definition  of  possession  under  the 
Criminal  Code,  which  is  defined  in  Section  3 (4)  as  follows: 


“For  the  purposes  of  this  Act, 

(a)  a person  has  anything  in  possession  when  he  has  it  in 
his  personal  possession  or  knowingly 

(i)  has  it  in  the  actual  possession  or  custody  of 
another  person,  or 

(ii)  has  it  in  any  place,  whether  or  not  that  place 
belongs  to  or  is  occupied  by  him,  for  the  use  or 
benefit  of  himself  or  of  another  person;  and 
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(b)  where  one  of  two  or  more  persons,  with  the  knowl- 
edge and  consent  of  the  rest,  has  anything  in  his 
custody  or  possession,  it  shall  be  deemed  to  be  in  the 
custody  and  possession  of  each  and  all  of  them.” 
Accordingly,  to  establish  possession  as  defined  in  Section  3 
(4)  (a),  the  Crown  must  prove  that  the  accused  has  a drug  in 
his  hand  or  pocket,  or  knowingly  has  it  in  the  custody  of  some 
other  person,  or  in  some  place  for  the  accused’s  own  benefit  or 
for  the  benefit  of  that  other  person.  In  other  words,  if  the 
accused  is  proven  to  have  given  the  drug  to  a friend  to  hold  for 
him  or  for  the  friend,  or  if  he  is  known  to  have  placed  it  in  a 
secret  place  for  his  own  subsequent  use  or  the  use  of  a friend,  he 
is  deemed  to  be  in  possession  of  that  drug. 


The  Onus  is  on  the  Accused 

With  respect  to  subsection  (b)  of  the  definition  of  possession, 
which  may  be  replied  upon  by  the  Crown  as  an  alternative  to 
subsection  (a),  the  Courts  have  interpreted  the  words  “knowl- 
edge and  consent”  to  include  an  element  of  “control”  (R  vs. 
Hess  (1949)  94  C.C.C.  48).  In  other  words,  to  be  guilty  of 
possession  as  defined  in  Section  3 (4)  (b),  the  accused  must  be 
proved  not  only  to  know  of,  and  consent  to,  the  possession  of  the 
drug  by  another  person,  but  also  have  the  ability  to  control  the 
use  or  disposal  of  the  drug  by  that  person  — he  must  have  the 
power  of  assent  and  dissent  with  respect  to  the  other  person’s 
disposition  of  the  drug. 

In  a prosecution  for  possession  of  a narcotic,  the  onus  is  not 
on  the  Crown  to  prove  that  the  accused  was  not  authorized  by 
the  Narcotic  Control  Act  to  have  such  possession.  On  the  con- 
trary, if  the  accused  has  legal  justification  or  excuse  for  his 
possession,  the  onus  is  on  him  to  prove  this.  This  is  provided  for 
in  Section  7 (2)  of  the  Act.  It  would  appear  that  it  is  sufficient 
for  the  accused  to  adduce  enough  evidence  to  raise  a reasonable 
doubt  with  respect  to  this  issue  of  legal  justification;  he  need  not 
establish  this  defence  beyond  a reasonable  doubt  (see  R vs. 
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Sharpe  (1961)  131  C.C.C.  75). 

One  who  is  found  guilty  of  possession  of  a narcotic  is  liable 
to  imprisonment  for  up  to  seven  years.  Unlike  the  previous 
Opium  and  Narcotic  Drug  Act,  there  is  no  minimum  penalty  and 
it  would  be  open  to  the  court  to  suspend  sentence  with  respect  to 
a first  offender  or  to  give  him  a very  short  term  of  imprisonment. 


Trafficking  vs.  Possession 

Section  (4)  (1)  provides  that  “No  person  shall  traffic  in  a 
narcotic  or  any  substance  represented  or  held  out  by  him  to  be  a 
narcotic”.  By  Section  1 (i),  “traffic”  means  to  manufacture,  sell, 
give,  administer,  transport,  send,  deliver  or  distribute,  or  to  offer 
to  do  any  of  these  things.  Therefore,  to  prove  an  accused  guilty 
of  trafficking,  the  Crown  must  prove  beyond  a reasonable  doubt 
that  the  accused  gave  a narcotic  to  a contact,  or  that  he  sent  it 
to  him  by  messenger,  or  transported  it  to  another  person  in  any 
way.  The  Courts  have  held  that  transportation  of  a narcotic  by 
an  accused  on  his  own  person,  and  for  his  own  use,  is  not  traf- 
ficking in  that  drug,  although  it  does  amount  to  the  offence  of 
possession  (R  vs.  Harrington  (1964)  1 C.C.C.  189).  There 
must  be  proved  the  element  of  transportation  for  distribution  or 
transfer  to  another  person. 

The  penalty  for  trafficking  in  narcotics  is  up  to  life  imprison- 
ment, but  there  is  no  minimum  sentence  prescribed.  It  is  interest- 
ing to  note  that  an  accused  may  be  guilty  of  trafficking  in  a 
narcotic  even  though  the  substance  he  gives  to  his  contact  is  not 
a drug  at  all  — if  he  represents  to  the  contact  that  the  innocent 
substance  is  a narcotic. 

Section  4 (2)  provides  that  “No  person  shall  have  in  his 
possession  any  narcotic  for  the  purpose  of  trafficking”.  An 
interesting  procedure  is  provided  in  Section  8 for  prosecutions 
for  this  offence.  The  trial  is  held  in  two  stages.  First,  the  Crown 
adduces  evidence  that  the  accused  had  the  drug  in  his  possession. 
The  accused  may  make  full  answer  and  defence  to  this  aspect  of 
the  case.  If,  at  the  conclusion  of  the  evidence,  the  Court  is  not 
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convinced  beyond  reasonable  doubt  that  the  accused  was  in 
possession,  the  charge  is  dismissed.  If,  however,  the  Court  is  so 
convinced,  it  must  so  state  and  then  the  trial  proceeds  to  its 
second  stage. 

At  this  point,  the  onus  shifts  to  the  accused  to  establish  that 
his  possession  was  not  for  the  purpose  of  trafficking.  The  Crown 
may  call  evidence  to  rebut  this.  If,  at  the  conclusion  of  the 
second  portion  of  the  trial,  the  accused,  on  all  the  evidence,  has 
established  that  his  possession  was  not  for  the  purpose  of 
trafficking,  he  must  be  acquitted  of  the  offence  of  possession  for 
the  purpose  of  trafficking  — although  he  will  be  convicted  of 
possession  of  a narcotic.  If,  however,  he  fails  to  satisfy  this  onus, 
he  will  be  convicted  of  possession  for  the  purpose  of  trafficking. 
The  Courts  have  held  that  the  onus  on  the  accused  to  “establish” 
this  defence,  is  merely  an  onus  to  adduce  evidence  which  will  be 
sufficient  to  raise  a reasonable  doubt  in  the  Judge's  mind  (R  vs. 
Sharpe  (1961)  131  C.C.C.  75). 

The  penalty  for  possession  of  a narcotic  for  the  purpose  of 
trafficking  is  up  to  life  imprisonment,  and  there  is  no  minimum 
sentence. 


importing  Narcotics  — A Serious  Offence 

Section  5(1)  provides  that  “Except  as  authorized  by  this  Act, 
or  the  regulations,  no  person  shall  import  into  Canada,  or  export 
from  Canada,  any  narcotics”.  The  words  “import  into  Canada” 
are  not  further  defined  in  the  Act.  As  in  the  case  of  a prosecu- 
tion for  possession,  the  Crown  need  only  prove  that  the  accused 
imported  a drug  into  Canada;  it  need  not  disprove  that  the 
accused  had  authority  under  the  Act  for  that  importation.  The 
accused  must  establish  his  legal  justification,  if  any. 

The  penalty  for  infraction  of  this  Section  is  up  to  life 
imprisonment,  but  it  is  significant  that  there  is  a prescribed 
minimum  sentence  of  seven  years.  ■ 
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The  Narcotic  Addict  in  Prison: 
Aspects  of  Compulsory  Treatment 

by  S.  J.  Holmes , M.D.,  D. Psych.* 


Ulato  once  defined  justice  as  “the  health  of  the  soul”.  Freud 
suggests  that  to  have  a healthy  soul  is  to  be  ethical,  the  moral 
codes  of  man  notwithstanding;  those  who  know  themselves 
neither  are  wicked,  according  to  Freud,  nor  call  any  man  wicked. 
After  Freud,  moral  judgments  became  altogether  questionable  — 
they  appear  symptomatic  rather  than  cognitive,  and  tell  us  more 
about  the  judges  than  about  those  who  are  judged.  Nothing  that 
Freud  has  done,  and  little  that  anyone  else  has  done,  is  more 
relevant  to  ethics  than  is  success  in  breaking  down  the  wall 
between  the  normal  and  the  abnormal,  the  respectable  and  the 
criminal,  the  good  and  the  evil.  In  this  way,  man  began  to  under- 
stand and  help  where  previous  ages  despised  and  condemned. 

Much  has  been  studied  and  learned  in  the  area  of  mental 
disturbances  under  the  headings  of  neuroses  and  psychoses, 
although  there  are  still  large  gaps  in  our  knowledge.  By  com- 
parison, very  little  has  been  learned  about  behavioral  distur- 
bances; their  disposition  has  been  left  to  the  courts  and  to  the 
disturbed  wards  of  the  mental  hospitals,  or  such  persons  have 
been  dismissed  as  not  being  motivated  for  treatment.  By  and 
large,  these  people  have  been  lumped  under  the  diagnosis  of 
psychopathic  personality,  whose  very  connotation  until  recently 
has  denoted  futility  and  hopelessness,  and  has  developed  attitudes 
of  rejection  by  therapists  towards  patients.  All  too  often,  the  use 
of  such  terms  as  alcoholism,  addiction,  psychopathic  personality 
and  so  on,  tend  to  denote  a homogenous  type  of  dis  urbance. 
Clinically,  nothing  could  be  further  from  the  truth.  In  reality, 
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these  are  signs  which  are  symptomatic  of  people  who  have  many 
and  varied  assets  and  liabilities  from  genetic,  sociological  and 
psycho-physiological  points  of  view.  Thus,  the  punishment  should 
fit  the  offender  — if,  indeed,  we  must  cling  to  this  concept  which 
is  really  an  expression  of  society's  inability  to  deal  with  behavioral 
disturbances. 


The  Offender  vs.  Society 

It  has  become  obvious  how  difficult  it  is  for  judges  to  decide 
and  consider  the  total  picture  of  the  offender  and  the  offence  at 
the  trial.  Harsh,  exemplary  sentences  do  not  help  society  or  the 
guilty  man.  Unfortunately,  society  is  not  wholeheartedly  inter- 
ested in  the  scientific  solution  of  the  problem,  even  to  save  itself 
money  and  injury.  It  prefers  to  label  the  offender  as  “evil”  and 
continues  to  punish  him  at  all  costs.  It  fluctuates  between  periods 
of  softness  and  toughness,  and  tries  desperately  to  grasp  at 
simple  solutions  for  very  complex  problems.  The  hard  boiled, 
“the  hell  with  him”  and  “lock  ’em  up  and  forget  ’em”  attitude, 
rebounds  to  the  subsequent  injury  of  society  because  it  breeds 
further  hate  and  further  anger  — and  further  disorganization  in 
the  very  person  for  whom  we  would  hope  for  some  improved 
functioning  and  some  reorganization. 

The  environment  which  the  sociologist  knows  about  and 
about  which  he  lays  stress  relative  to  crime,  and  the  individual 
whom  the  psychiatrist  knows  about,  are  constantly  interacting. 
So  long  as  this  interaction  is  comfortable  for  both  parties,  then 
nothing  that  is  floridly  disturbing  happens.  If  it  becomes  uncom- 
fortable for  the  individual,  he  usually  betakes  himself  to  a doctor 
— this  is  internalizing  his  tension.  If  it  becomes  uncomfortable 
for  both  the  environment  and  the  individual,  then  he  is  apt  to  be 
taken  to  a psychiatrist.  Here,  he  both  internalizes  and  external- 
izes, and  the  degree  of  either  will  vary  with  the  person  and  the 
situation  from  time  to  time.  However,  if  the  injury  is  felt  only 
by  the  environment,  and  if  the  individual  connected  with  it 
insists  that  he  is  not  hurting  or  hurt,  then  the  official  wrath  of  the 
environment  descends  upon  him  and  he  goes  not  to  a doctor  but 
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to  jail.  This  is  externalizing  tension  by  acting  out  or  behavioral 
disturbance.  In  all  three  of  these  types  of  human  failure  in 
living,  both  the  individual  and  the  environment  have  some 
responsibility.  In  them,  we  see  that  primary  conditioning  has 
determined  the  source  of  the  tension,  and  secondary  conditioning 
the  type  of  response  — that  is,  either  internalization,  or  externali- 
zation,  or  a combination  of  both. 


Rejection  and  Recidivism 

This  type  of  stress  motivates  survival  instincts  which  respond 
in  fight  or  flight  patterns  of  reaction  to  allay  the  original  pain, 
and  these  patterns  vary  with  the  individual  in  their  kind  of 
expression.  The  most  common  factors  associated  with  primary 
conditioning  for  tension  are  those  of  family  mores  and  their 
interaction,  and/or  social  and  economic  deprivation.  If  people 
react  by  internalization,  as  a rule  they  will  respond  to  a thera- 
peutic situation  where  acceptance  of  thinking  and  feeling  is  one 
of  the  main  ingredients;  this  is  seen  so  readily  in  the  treatment  of 
neurosis.  Within  this  general  framework,  the  personality  can 
adjust  and  grow  to  whatever  limits  it  has  capacity  for.  The 
framework  or  milieu  for  this  therapy  does  not  have  to  be  too 
complex. 

When  we  come  to  a consideration  of  the  extern alizer  who 
becomes  an  inmate  of  a jail,  it  would  appear  that  in  our  present 
settings  we  are  further  increasing  his  primary  condition  - — that 
is,  rejection.  The  penal  system  was  originally  set  up  to  correct  a 
man  by  isolation  so  that  he  could  be  penitent  (origin  of  the  word 
penitentiary)  — but  in  reality,  it  rejects  and  restricts  the  man, 
and  therefore  cannot  reform  him  of  itself.  Thus  it  becomes  quite 
understandable  why  we  have  such  a high  rate  of  recidivism,  a 
rate  which  is  variously  estimated  as  being  between  65  and  80 
per  cent. 

Recent  attempts  to  introduce  treatment  teams  into  penal  in- 
stitutions to  correct  this  false  premise  have  resulted  in  confusion, 
not  only  to  the  inmates  but  to  the  custodians  as  well  as  the  treat- 
ment group.  In  my  experience,  this  has  further  compounded  the 
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tension  in  the  inmates;  this,  in  turn,  increased  their  acting  out 
behavior  which  at  times  came  very  close  to  riotous  proportions. 
For  those  who  need  custody,  then,  we  should  have  a custodial 
setting  where  the  rules  are  known  and  the  group  can  be  managed 
by  a few  custodians  with  no  inconsistencies;  and  a reverse 
situation  for  those  who  are  in  need  of,  and  capable  of  response 
to  treatment.  To  continue  the  compromise  is,  to  my  mind,  like 
parents  who  cannot  get  along  and  who  have  no  real  communi- 
cation but  who  stay  together  for  the  sake  of  the  children  — and 
do  irreparable  damage  to  all. 


A Fundamental  Dilemma 

When  this  situation  is  applied  specifically  to  the  narcotics 
addict,  we  see  that  the  fundamental  dilemma  inherent  in  the 
compulsory  cure  program  stems  from  the  fact  that  no  matter 
what  officials  say,  institutionalization  is  regarded  as  punishment 
by  those  who  lose  their  liberty.  Compulsion  generates  resentment 
and  hostility,  thus  creating  an  environment  unfavorable  for 
reform  and  rehabilitation.  On  the  contrary,  relative  to  primary 
conditioning,  responses  can  set  up  a desire  for  drugs  which  if  not 
satisfied  while  in  the  institution  (and  it  often  is),  will  result  in  a 
fix  immediately  on  release  of  the  addict.  Such  a response  is  true 
even  when  the  establishment  in  which  these  people  are  held 
against  their  wills  is  called  a hospital;  and  it  is  true  regardless  of 
the  number  of  doctors,  psychiatrists,  sociologists,  psychologists, 
social  workers,  nurses  and  so  on,  that  may  be  on  the  staff. 
Impressive  titles,  academic  degrees,  good  intentions  and  a flexible 
vocabulary  are  not  sufficient  to  counteract  this  affront  to  human 
dignity  and  the  stigma  involved  in  institutionalization  and 
authoritarian  treatment.  The  force  of  these  considerations  is 
enhanced  by  the  tendency  of  the  compulsory  cure  philosophy  to 
foster  the  delusion  in  the  public  mind  that  a method  exists,  or  is 
about  to  be  devised,  for  curing  addicts. 

Now,  it  takes  no  great  depth  of  thinking  to  utilize  hindsight 
— to  comment  on  what  is  NOT  the  answer.  Keeping  this  in 
mind,  I would  like  to  suggest  the  following  points: 
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(1)  One  would  like  to  see  the  expansion  of  a forensic  centre  (or 
centres)  to  examine  fully  all  first  offenders  sentenced  by  the  courts. 
Such  an  examination  should  be  conducted  over  a sufficient  period 
of  time  so  that  addicts  could  be  assigned  to  a program  of  either 
probation  or  graded  institutionalization  designed  to  meet  their 
needs.  That  such  an  examination  period  could  be  an  orientation 
in  which  the  person  as  well  as  his  behavior  is  accepted,  goes 
without  saying.  We  know  from  the  growth  of  the  child  that 
acceptance  and  rejection  are  necessary  for  emotional  develop- 
ment. We  have  found  that  if  we  accept  the  drug  user  and  his 
behavior,  he  is  able  to  accept,  in  turn,  our  rejection  of  his  way 
of  life  as  a form  of  self  destruction  — physically,  psychologically 
and  socially.  We  place  negative  values  on  the  use  of  narcotics 
not  because  we  disapprove  of  the  patient  using  them,  but 
because  we  disapprove  of  his  self-depreciating  rationale.  We 
may  accept  his  need  for  drugs  and  provide  him  with  main- 
tenance and  stabilization  doses  of  drugs,  but  we  will  reject  his 
use  of  illicit  drugs. 


Freedom  — the  Keynote 

As  mentioned  earlier,  personalities  differentiate  into  inter- 
nalizes or  externalizers  or  a combination  of  both;  and  their 
method  of  reaction  has  been  suggested  as  referable  to  their 
choice  of  chemical  for  the  relief  of  anxiety  or  discomfort.  The 
type  of  street  addict  that  one  sees  appears  to  be  an  acting-outer 
or  behavioral  disorder  relative  to  rejection  by  his  family  or 
society.  This  type  of  conditioned  response  is  controlled  by  nar- 
cotic use.  Therefore,  in  treatment,  the  patient  has  to  be  decon- 
ditioned  to  all  these  factors  that  have  been  associated  with 
rejection  prior  to  his  addiction,  as  well  as  those  factors  asso- 
ciated with  his  drug  usage  and  drug  living.  The  basic  philosophy 
in  such  a deconditioning  process  is  one  of  acceptance  of  behavior, 
with  or  without  the  use  of  narcotics  under  controlled  supervision 
— or  in  other  words,  an  all-giving  environment  rather  than  a 
continuance  of  conditioning  to  rejection  that  penal  methods,  with 
their  expectancy  factors,  continue  to  generate. 
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Such  a treatment  situation  requires  a special  setting  where 
freedom  is  the  keynote,  where  there  is  a staff  who  can  accept  the 
acting  out  behavior  of  the  addict  and  allow  the  individual  to  test 
the  therapeutic  milieu  during  this  phase  of  deconditioning  or 
freeing-up.  When  the  addict  has  passed  through  this  phase,  he 
is  then  ready  to  learn  to  accept  his  responsibility  for  his  own 
choice,  whether  it  be  right  or  wrong,  than  to  rationalize  that  he 
is  the  unwanted  member  of  family  and  society,  thereby  condoning 
his  own  behavior.  In  this  way,  he  can  potentially  grow.  This 
growth  within  the  person  produces  the  strength  which  reduces 
chemical  dependency  and,  therefore,  reduces  the  reflex  condi- 
tioned response  to  drug  acquisitory  stimulation  which  was  pre- 
viously associated  with  relapses.  The  narcotics  user  also  defends 
his  behavior  in  terms  of  his  sense  of  being  unfairly  punished  by 
an  unsympathetic  and  irresponsible  society.  Thus,  any  efforts  to 
change  his  behavior,  or  attempts  by  a member  of  that  society  to 
engage  him  therapeutically,  merely  serve  to  fortify  his  defense 
mechanisms  against  the  inability  of  others  to  tolerate  him.  This  is 
especially  true  when  the  approach  is  at  the  intellectual  level, 
which  plays  into  his  forte  for  manipulation.  This  is  seen  as  the 
reason  for  failure  in  the  present  methods  used  for  treatment  of 
such  personalities  in  our  contemporary  hospital  programs. 


Testing  Behavior 

The  process  of  accepting  him  in  toto  removes  the  resistance 
to  the  punitive  aspects  of  his  society,  and  so  his  defenses  no 
longer  serve  a function.  The  consequent  psychological  disequili- 
brium manifests  itself  as  an  increase  in  excitement  or  “yeniness”, 
and  random  activity  as  he  literally  thrashes  about  looking  for 
signs  of  insincerity  or  incomplete  acceptance  so  that  he  can 
justify  a return  to  narcotics.  He  tests  the  staff  with  this  behavior, 
looks  for  their  “hole”  cards,  and  attacks  their  motives.  Failing 
this,  he  seizes  upon  any  excuse  to  flee  from  the  milieu  that  causes 
him  such  discomfort.  But  with  the  temporary  respite  afforded  by 
such  primarily  physical  activities  as  the  use  of  gymnasium  facili- 
ties and  occupational  therapy  — wherein  a certain  amount  of 
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psychological  comfort  is  offered  by  material  achievement  — he 
seems  to  be  able  to  stay  put  and  try  to  cope  with  his  disequili- 
brium. 

This  is  the  freeing  phase  of  the  treatment  of  the  narcotics 
user,  and  in  it,  he  is  able  to  shift  his  focus  from  justifying  his 
behavior  to  examining  the  spurious  rationale  behind  it.  In  other 
words,  the  accepting  milieu  allows  his  defenses  to  be  discarded 
so  that  he  may  open  himself  up  for  self-scrutiny  and  for  scrutiny 
by  the  therapist  of  his  choice.  Thus,  the  freeing  phase  is  a neces- 
sary prelude  to  the  therapeutic  phase  whose  inception  is  the 
patient’s  request  for  professional  assistance  in  his  self-perusal. 
No  one  can  force  a person  toward  permanent  and  creative  learn- 
ing. He  will  learn  only  if  he  wills  to.  Any  other  type  of  learning 
is  temporary  and  inconsistent  with  the  self,  disappearing  as  soon 
as  the  threat  is  removed.  Thus,  in  reality,  all  that  has  been  called 
forth  as  an  ego  defense  is  further  manipulation.  This  is  essen- 
tially why  most  narcotics  users  are  immune  to  the  efforts  of  the 
therapist  who  immediately  attempts  to  involve  the  user  in  the 
treatment  phase  by  stressing  understanding  of  the  patient  rather 
than  acceptance. 


Other  Necessary  Steps 

(2)  A further  development  of  trust  in  the  integrity  and  common 
interest  of  all  disciplines  allied  in  this  field  is  essential  for  its 
growth.  Here,  the  good  of  the  disordered  person  must  be  the 
common  interest  — not  personal,  professional  or  disciplinary 
interest  or  gain. 

(3)  A coordination  of  existing  community  services  to  comple- 
ment each  other  rather  than  to  compete  with  each  other  is 
necessary.  In  this  way,  the  development  of  necessary  new  facili- 
ties can  be  more  adequately  planned  and  coordinated  into  the 
existing  framework  of  services, 

(4)  The  development  of  a common  language  of  communication 
is  very  necessary  as  evidenced  by  the  semantic  difficulties  we 
experience  in  discussions  among  the  varying  disciplines  of  medi- 
cine, psychological  and  social  sciences,  and  the  law. 
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(5)  Finally,  let  us  not  be  timid  to  make  mistakes  — all  progress 
has  been  made  in  this  way,  and  hopefully,  research  of  these 
methods  will  continue  to  refine  their  original  crudity.  We  can 
accept  that  all  the  answers  are  not  known,  and  be  prepared 
to  be  flexible,  to  experiment  and  to  improvise.  In  this  way, 
cues  or  factors  known  today  will  stimulate  the  creative  talents 
in  persons  whose  mental  computers  will  bring  forth  new  answers 
tomorrow.  ■ 


Federal  Treatment  Centre  for  Addicts 
At  Matsqui,  B.C.  — A Rationale 

by  A.  J.  MacLeod , Q.C.* 


Tn  January  1964,  construction  of  a narcotic  addict  treatment 
A institution  was  begun  at  Matsqui,  British  Columbia,  some  60 
miles  from  Vancouver.  This  institution  is  the  first  of  its  kind  to 
be  developed  by  the  Penitentiary  Service  of  Canada.  It  will 
provide  accommodation,  treatment  and  training  for  a maximum 
of  300  male  addicts  and  150  female  addicts  who  have  been 
sentenced  to  terms  of  imprisonment  for  two  years  or  more  by 
the  criminal  courts.  The  male  and  female  facilities  will  be 
separated  by  a distance  of  almost  one  mile,  and  will  be  sepa- 
rately administered.  Every  addict  will  be  housed  in  his  own 
room,  with  not  more  than  25  rooms  in  any  wing.  Each  wing 
will  also  have  its  own  common  room.  Meals  will  be  served 
cafeteria  style  in  an  institutional  dining  room. 

Most  criminal  addicts,  having  been  delinquents  at  an  early 
age  and  having  become  addicted  only  later,  have  never  achieved 
a satisfactory  educational  level  nor  have  they  developed  useful 
trade  or  occupational  skills.  It  is  of  little  avail  to  return  to 
society  a young  man  or  woman  who,  even  though  able  to  abstain 

* Mr.  MacLeod  is  Commissioner  of  Penitentiaries,  Penitentiary  Service,  Federal 
Department  of  Justice,  Ottawa. 
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from  the  use  of  narcotics,  is  unable  to  qualify  for  employment  in 
trade  or  industry.  Accordingly,  the  institution  will  be  equipped 
to  teach  the  addict  vocational  and  trade  skills  that  will  fit  him  to 
support  himself  by  lawful  means  when  he  returns  to  the  free 
community. 


Restoring  Physical  and  Mental  Health 

Most  addicts  are  also  in  poor  physical  condition  when  they 
are  sentenced  by  the  court  because  during  periods  when  they 
were  using  narcotics,  they  failed  to  follow  basic  health  rules.  The 
institution  will  be  equipped  to  provide  the  medical  attention  that 
is  necessary  to  restore  the  addict  to  the  best  possible  state  of 
physical  health.  In  addition,  it  will  be  able  to  provide  other 
professional  treatment  for  addicts  through  the  services  of 
psychiatrists,  psychologists  and  social  workers.  Such  professional 
treatment  will,  of  course,  be  essential  as  part  of  any  comprehen- 
sive program  of  treatment  and  training  for  the  addict.  Since  the 
institution  being  constructed  is  less  than  one  hour’s  drive  by 
super  highway  from  Vancouver,  we  accordingly  foresee  no 
difficulty  in  obtaining  the  attendance  of  the  required  professional 
staff. 

The  institution  at  Matsqui  will  not  open  until  the  fall  of  1965. 
It  is  therefore  not  possible,  at  this  time,  to  set  out  details  of  the 
program  of  training  and  treatment  that  will  be  carried  on.  These 
details  are  still  the  subject  of  study  by  officers  of  the  Penitentiary 
Service,  professional  advisors  from  the  Department  of  National 
Health  and  Welfare,  and  interested  professional  groups  in  Canada. 
It  is  quite  clear,  however,  that  the  staff  for  the  institution  will  be 
recruited  well  in  advance  of  the  arrival  of  the  first  inmates,  and 
will  receive  specialized  training  for  a period  of  at  least  four 
months. 

The  institution  will  also  operate  a pilot  treatment  centre 
wherein  experimental  and  research  projects  may  be  carried  on  in 
an  effort  to  learn  more  concerning  the  motivation  of  the  criminal 
addict,  and  the  means  whereby  he  may  develop  to  the  point 
where,  in  the  free  community,  he  can  simultaneously  abstain 
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from  the  use  of  narcotics  and  the  commission  of  crime. 

The  Matsqui  institution  will  undoubtedly  not  suffer  any  lack 
of  patients.  At  the  present  time,  some  250  male  addicts  are  con- 
fined in  the  British  Columbia  Penitentiary  at  New  Westminster, 
and  almost  50  female  addicts  from  Western  Canada  are  confined 
in  the  Federal  Prison  for  Women  at  Kingston,  Ontario.  ■ 


Canadian  Narcotic  Addicts  in  England 
— The  Experience  of  One  Physician 

by  Lady  Frankau,  M.D* 


'T'HE  treatment  of  drug  addiction  is  a medical  problem  and 
those  who  are  addicted  to  narcotic  drugs  are  sick  people; 
nearly  all  of  them  suffer  from  a psychoneurosis  or  are  psycho- 
pathic personalities. b 2 The  personality  disorder  which  is  present 
in  all  addicted  patients  precedes  the  addiction,  for  example,  to 
narcotic  drugs  or  to  alcohol,  and  the  undernourishment  which  is 
rarel}  absent  is  a direct  result  of  the  addict’s  way  of  life.  Treat- 
ment must,  therefore,  be  both  somatic  and  psychotherapeutic. 
Psychiatric  treatment  must  deal  with  the  basic  problem  of 
the  total  personality  disorder;  it  is  based  on  an  understanding  of 
the  patient’s  personality  and  recognizes  and  works  with  dynamic 
factors.3  These  dynamic  factors  may  have  played  a significant 
role  in  the  past  — may  have  significance  in  the  present  — or  may 
become  significant  in  the  future;  they  include  any  factor  which 
affects  the  patient,  whether  physically,  environmentally,  psycho- 
logically or  psychopathologically.  Initial  psychotherapeutic  treat- 
ment must  precede  any  form  of  withdrawal  treatment.  The  aim  of 
the  initial  period  of  psychotherapeutic  treatment  is  to  gain  through 

* This  article  is  based  on  an  address  presented  by  Lady  Frankau  at  a Conference 
on  Narcotic  Addiction,  organized  by  the  Alcoholism  and  Drug  Addiction 
Research  Foundation  of  Ontario,  and  held  at  Niagara  Falls,  Ont.,  February  23, 
1963.  It  was  originally  published  in  the  Canadian  Medical  Association  Journal, 
vol.  90,  February  8,  1964. 
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analysis  an  understanding  of  the  patient’s  background  and  per- 
sonality; for  this  understanding,  a life  history  — as  factual  as 
possible  — and  a detailed  history  of  his  drug  addiction  are 
essential.  During  the  period  of  stabilization,  the  patient,  through 
this  dynamic  analysis,  develops  an  understanding  of  his  person- 
ality difficulties  and  of  his  pattern  of  behavior  to  life  situations. 
He  also  gains  some  understanding  of  the  factors  which  caused 
him  to  resort  to  the  taking  of  narcotic  drugs.  He  realizes  that 
it  is  possible  to  understand  and  readjust  — and  eventually  to 
control  - — his  faulty  reaction  to  events. 


Social  Outcasts 

Addicted  patients  are  asocial,  inadequate,  immature  and 
unstable.  They  are  selfish  and  self-centred,  without  any  interest 
in  the  welfare  of  others  and  only  concerned  with  their  own 
problems.  Their  major  problem  is  the  maintenance  of  the 
supply  of  drugs,  or  the  immediate  gratification  of  their  desire 
for  drugs.  They  will  resort  to  almost  any  means  — however 
unreasonable  or  dangerous  — to  satisfy  this  insistent  craving. 
They  have  failed  to  develop  normal  human  relationships  and 
are  almost  totally  without  concern  for  the  distress  they  inflict 
on  their  relatives.  They  lack  self-discipline,  will-power  or  am- 
bition, and  avoid  responsibility.  They  have  a low  threshold 
for  pain  or  any  form  of  discomfort,  and  are  unable  to  tolerate 
criticism  or  to  bear  frustration.  Their  personal  relationships 
tend  to  become  confined  to  other  members  of  the  drug  addict’s 
world,  and  thus  they  become  social  outcasts  and  very  lonely 
people. 

The  goal  of  psychiatric  treatment  is  to  correct  as  far  as 
possible  these  personality  difficulties,  to  give  the  patient  a sense 
of  security,  self-reliance  and  self-confidence;  to  establish  good 
personal  relationships  and  a sense  of  responsibility  towards  him- 
self, his  family  and  friends,  and  towards  the  community;  and 
to  replace  his  sense  of  insecurity  and  inadequacy  with  a sense 
of  well-being,  self-confidence  and  self-reliance. 
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The  Canadian  patients  whom  I have  treated  fall  into  two 
groups.  The  first  consists  of  10  persons  who  either  became 
addicted  while  they  were  in  Europe  or  came  to  Europe  shortly 
after  they  became  addicted.  They  had  adequate  financial  assets 
and  all  had  adequate  motivation  towards  being  freed  from  drug 
addiction.  Only  one  was  known  to  the  Department  of  National 
Health  and  Welfare  in  Canada.  Her  narcotic  record  reveals  one 
offence  which  concerned  possession  but  she  was  not  convicted. 
She  was  treated  in  London  (England)  in  1961. 

These  patients  differed  very  little  from  certain  of  my  British 
and  American  patients  in  that  they  were  between  20  and  30 
years  of  age,  had  a good  cultural  and  social  background,  were 
anxious  to  be  considered  artistic,  and  were  interested  in  jazz 
music,  modern  or  abstract  painting.  Several  of  them  had  written 
articles  or  plays.  Two  were  professional  writers  of  a very  high 
standard.  The  majority  came  from  broken  homes  or  had  un- 
satisfactory parental  relationships,  and  were  entirely  undisci- 
plined. All  had  a slight  degree  of  resentment  against  authority, 
and  all  had  obtained  drugs  illegally  on  the  black  market,  chiefly 
in  London  and  Paris.  They  cooperated  intelligently  in  their 
treatment  and  all  but  one,  who  is  still  under  treatment,  have 
remained  free  of  any  further  dependence  on  drugs  for  two 
years  or  more. 

Canadian  Patients  Differ 

During  the  past  two  years,  a second  group  made  up  of  40 
other  Canadian  patients  presented  themselves  for  treatment. 
They  were  of  a very  different  social,  cultural,  and  financial  back- 
ground, and  had  come  to  London  not  to  lead  a gay  social  life 
nor  to  spend  large  sums  of  money  on  drugs  in  the  black 
market,  but  to  avoid  trouble  in  Canada,  including  further  prison 
sentences  for  possession  of  drugs.  This  group  had  not  come  to 
England  to  obtain  free  drugs.  They  were  prepared  to  pay  for 
their  drugs,  and,  when  they  were  working  steadily,  to  contribute 
what  they  could  towards  the  cost  of  treatment.  Nearly  all  of 
these  patients  came  to  me  directly  they  arrived  in  London.  They 
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may  be  further  divided  into  two  sub-groups:  (a)  31  who  had 
not  been  delinquent  or  criminal  before  they  were  sentenced  for 
illegal  possession  of  drugs;  and  (b)  nine  who  had  been  convicted 
of  criminal  acts  before  they  became  addicts,  not  necessarily 
related  to  providing  funds  for  the  purchase  of  drugs. 


The  Ultimate  Aim  of  Treatment 

It  was  made  clear  to  the  patient  that  the  ultimate  aim  cf 
treatment  was  to  free  him  from  dependence  on  drugs  and  to 
help  him  to  acquire  insight  into  the  factors  which  had  been 
responsible  for  his  addiction.  Few  of  these  patients  had  ever 
worked  steadily;  all  had  been  dependent  on  an  illicit  supply  cf 
drugs;  and  none  had  been  normal,  gainfully  employed  members 
of  society.  Two  reasons  were  given  to  explain  their  inability  to 
work  steadily:  (1)  they  would  not  be  able  to  earn  enough 
money  to  maintain  the  necessary  supply  of  drugs,  and  (2)  if 
they  did  find  work,  their  employers  were  informed,  sooner  or 
later,  that  they  were  drug  addicts.  The  few  who  had  money 
belonged  to  the  upper  hierarchy  of  the  drug  peddling  world;  but 
at  one  time  or  another,  the  majority  had  been  involved  in 
selling  drugs  to  support  their  addiction. 

The  aim  of  this  preliminary  period  of  treatment  was  explained 
clearly.  The  minimum  dose  of  narcotic  necessary  to  permit  them 
to  work  and  become  self-supporting  would  be  prescribed  regu- 
larly, and  adjusted  during  any  time  of  crisis  or  extra  work. 
Time,  patience  and  expert,  knowledge  of  these  patients  were 
essential  in  assessing  this  minimum  dose.  It  is  extremely  difficult 
for  any  addict  to  be  truthful  about  his  drugs,  and  these  Canadians 
were  further  handicapped  by  the  uncertainty  of  the  amount  of 
heroin  contained  in  the  “caps”,  and  also  by  the  irregularity  of 
the  supply.  Since  rigidity  of  control  of  the  amount  prescribed 
is  absolutely  essential,  small  doses  were  prescribed  at  first  and 
increased  until  the  patient  was  free  from  symptoms  of  depriva- 
tion. Having  achieved  the  correct  dose,  the  patient  was  helped 
to  find  a job  and  somewhere  to  live.  He  was  assured  that 
prescriptions  would  always  be  available,  and  that  if  he  could 
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genuinely  claim  to  have  spilled  or  lost  part  of  his  supply,  the 
lost  drug  would  be  replaced.  If  he  had  used  too'  much  and 
came  and  reported  this,  he  would  be  given  a prescription  and 
the  reasons  for  his  relapse  would  be  discussed.  This  eliminated 
any  necessity  for  contacting  the  small  black  market  which  exists 
in  London,  either  to  borrow  or  buy  from  it.  The  patient  was 
advised  to  avoid  any  contact  with  British  drug  addicts,  and  one 
or  two  who  disregarded  this  advice  regretted  it.  The  conditions 
under  which  the  prescriptions  could  be  dispensed  were  clearly 
explained,  as  were  the  consequences  of  any  irregularity,  such  as 
altering  the  date  of  the  prescription. 

The  aim  of  this  period  of  stabilization,  during  which  he  was 
working  steadily  and  gained  enough  money  to  live  and  feel 
reasonably  well,  was  to  give  him  a sense  of  security,  to  begin 
building  up  his  self-respect  and  self-confidence,  and  to  restore 
his  physical  condition  to  a better  level.  Such  success  as  has  been 
achieved,  during  both  this  stabilization  period  and  the  subsequent 
cutting  down  of  the  drug  intake  and  eventual  withdrawal,  has 
been  largely  due  to  the  policy  of  treating  each  patient  as  an 
individual  and  not  as  one  of  a group.  A detailed  case  history 
of  the  individual’s  life  previous  to  his  drug  addiction,  including 
his  heredity  and  the  environmental  factors  of  his  early  life,  the 
history  of  his  drug  addiction  and  its  consequences  — including 
prison  sentences  and  encounters  with  the  police  — served  as  a 
basis  for  the  psychiatric  discussions  of  his  fundamental  per- 
sonality problems  during  this  period  of  stabilization. 


Two  Phases  in  Withdrawal 

Withdrawal  treatment  was  divided  into  two  phases.7’  8 In  the 
first,  the  amount  of  drug  prescribed  was  progressively  reduced, 
and  the  patient  continued  to  work  and  lead  his  normal  life.  In 
the  second  phase,  the  drug  was  completely  withdrawn.  Neither 
phase  was  initiated  without  the  full  cooperation  of  the  patient. 

During  the  first  phase,  an  effort  was  made  to  substitute 
intramuscular  injections  for  as  many  of  the  intravenous  injec- 
tions as  possible,  and  to  limit  the  number  of  injections.  Ami- 
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phenazole,  100  mg.  daily,  was  found  to  be  most  useful  in 
minimizing  the  physical  effects  of  the  decrease  in  the  intake  of 
heroin.  Orovite  (containing  aneurine  hydrochloride  50  mg., 
riboflavin  5 mg.,  pyridoxine  hydrochloride  5 mg.,  nicotinamide 
200  mg.,  and  ascorbic  acid  200  mg.),  with  an  additional  200 
mg.  of  ascorbic  acid,  was  given  to  assist  in  creating  a sense  of 
physical  well-being.9-13  At  this  stage,  perphenazine,  4 mg,  twice 
daily  (a  dose  which  rarely  produces  any  side  effects),  provided 
a useful  method  of  controlling  any  anxiety  and  tension  which 
might  arise.14’  15  Sleeplessness  often  becomes  troublesome,  and 
the  demand  for  increased  barbiturates  was  met  by  giving 
promethazine  hydrochloride,  25  mg.,  for  its  sedative  properties 
and  as  a potentiator  for  small  doses  of  secobarbital  sodium 
(Seconal).16"20 

The  first  phase  had  a two-fold  aim:  to  reduce  the  intake 
of  heroin  to  a lower  level  while  the  patient  was  still  working 
(he  usually  wished  to  be  stabilized  on  a lower  level  until  he 
could  face  complete  withdrawal);  and  secondly,  to  reduce 
gradually  the  intake  of  heroin  to  such  a low  level  that  the  final 
stage  of  withdrawal  could  be  achieved  in  the  10  to  14  days 
of  a holiday  period. 

In  the  second  phase,  complete  withdrawal  of  heroin  is  best 
carried  out  in  a nursing-home,  and  if  this  is  not  possible  then 
at  home  under  the  control  of  a trained  nurse.  During  the  10 
days  before  this  final  withdrawal,  intensive  vitamin  therapy  was 
initiated  which  included  a daily  Parentrovite  (a  concentrated 
injectable  preparation  of  vitamin  B complex  and  vitamin  C) 
and  100  mg.  of  amiphenazole  twice  daily  orally  to  counteract 
any  physical  symptoms  caused  by  the  reduction  of  heroin. 

Apprehensive  About  Withdrawal 

The  majority  of  these  Canadian  patients  had  previously 
experienced  abrupt  withdrawal  of  drugs  and  were  apprehensive. 
They  were  assured  that  they  would  not  be  allowed  to  suffer 
severe  withdrawal  symptoms  but  told,  on  the  other  hand,  that  it 
would  not  be  good  therapy  to  evade  all  the  troublesome  symptoms 
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of  withdrawal.  This  is  especially  important  because  during  this 
period  they  are  treated  by  means  of  intensive  psychotherapy 
and  this  opportunity  must  be  used  to  deepen  their  insight  into 
fundamental  problems.  Previously  they  had  attempted  to  solve 
these  problems  by  means  of  the  drugs,  which  had  given  them 
an  easing  of  anxiety  and  tension  and  a temporary  sense  of 
security  and  power. 

The  actual  withdrawal  treatment  was  generally  completed  in 
five  to  six  days.  The  patients  may  complain  of  sweating,  nausea, 
and  mild  aching  of  the  limbs  for  a short  period  of  a few 
hours,  although  a few  complain  of  stiffness  of  the  neck  which 
may  last  for  24  hours. 

Use  of  Drugs  in  Withdrawal 

A major  difficulty  was  to  convince  the  patient  that  all 
injections  must  be  given  intramuscularly  by  the  nurse.  However 
frequently  they  have  used  intramuscular  injections  in  the  pre- 
ceding period,  few  entirely  abandoned  the  ritual  and  ceremonial 
of  the  intravenous  route,  which  is  so  much  part  of  narcotic 
addiction.  Injections  were  given  at  prearranged  intervals,  but 
the  nurse  can  use  her  own  discretion  and  administer  a supple- 
mentary injection  if  the  patient  shows  a panic  reaction.  Injec- 
tions of  Parentrovite  were  given  twice  daily,  not  only  for  their 
value  in  combating  malnutrition  but  for  the  more  specific  effect 
of  promoting  a sense  of  psychological  and  physical  well-being. 
Amiphenazole  was  given  four  times  daily.  Promethazine  hydro- 
chloride injections  of  25  or  50  mg.  were  given  two  or  three  times 
daily  as  a sedative.  Promethazine  butobarbitone,  which  contains 
15  mg.  of  promethazine  and  75  mg.  of  butobarbitone,  was  given 
to  promote  sleep,  Two  tablets  were  given  in  the  evening,  and 
if  this  was  not  sufficient  a third  tablet  was  given  two  hours  later. 
The  patient  was  encouraged  to  drink  fruit  juice  or  carbonated 
drinks  and  was  given  hot  milk  in  the  evening. 

Appetite  returned  fairly  rapidly  and  the  patient  started  to 
put  on  weight.  The  return  to  natural  sleep  follows  more  slowly, 
since  the  patient  finds  it  difficult  to  believe  that  he  will  ever 
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sleep  without  some  form  of  sedation.  At  the  end  of  10  to  14 
days,  the  patient  was  free  from  withdrawal  symptoms  but  re- 
quired care  and  attention  for  a few  weeks  unless  he  was  able 
to  take  a convalescent  holiday  away  from  all  danger.  The 
greatest  danger  was  the  addict-pedlar  who  for  one  reason  or 
another  seeks  the  patient  out  and  offers  him  a “fix”. 


Some  Results 

Nine  patients  of  the  10  in  the  first  group  have  remained 
free  of  drug  dependence  for  more  than  two  years  — eight  for 
more  than  three  and  four  years.  The  results  of  the  nine  patients 
in  group  2(b)  — those  who  had  delinquent  or  criminal  records 
before  they  became  addicted  to  drugs  — are  interesting.  Two 
have  been  convicted  for  obtaining  drugs  illegally,  by  forgery  in 
one  case,  and  by  breaking  into  a chemist’s  shop  in  the  other. 
Both  were  deported.  A third  is  awaiting  trial  for  breaking  into 
a chemist’s  shop.  A fourth  was  convicted  of  obtaining  drugs 
illegally  and  deportation  was  recommended  but  this  is  techni- 
cally impossible.  A fifth  was  twice  convicted  of  theft  but  could 
not  be  deported  either.  A sixth  is  now  serving  a sentence  of 
six  months  for  obtaining  duplicate  prescriptions,  and  with  his 
past  record  will  certainly  be  deported.  A seventh  is  almost 
certain  to  be  in  trouble  very  soon.  The  remaining  two  of  this 
group  proved  to  be  cooperative  and  are  preparing  to  reduce 
their  doses  of  heroin.  Both  have  worked  steadily  and  have 
never  missed  a day’s  work. 

The  largest  group,  2(a),  consisted  of  31  Canadians  who  did 
not  have  convictions  before  they  became  addicted  to  drugs. 
Their  subsequent  convictions  were  for  possession  or  for  theft 
to  obtain  money  to  buy  drugs.  Nine  patients  in  this  group  have 
been  freed  of  addiction;  one  has  relapsed  after  walking  out  of 
his  job  because  he  thought  he  was  being  criticized.  He  returned 
immediately  for  treatment  when  he  realized  he  was  in  danger  of 
becoming  addicted  again  and  is  now  cutting  down  once  more. 
Seventeen  patients  are  at  present  under  control  and  are  working 
steadily.  They  all  lead  apparently  normal  lives  and  their  friends, 
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acquaintances  or  employers  do  not  know  that  they  are  drug 
addicts.  They  avoid  contact  with  British  addicts  and  have  few 
contacts  with  one  another.  They  are  slowly  acquiring  a sense 
of  security  and  self-confidence  and  intend  eventually  to  free 
themselves  from  addiction.  Four  patients  have  failed  to  report 
for  some  time  and  are  therefore  excluded  from  these  results. 

Initial  psychiatric  treatment  during  the  period  of  stabilization 
was  aimed  at  obtaining  an  understanding  of  the  patient’s  person- 
ality, his  background  and  his  reaction  to  his  environment.  The 
factors  which  caused  the  patient  to  become  addicted  to  narcotic 
drugs  as  a way  of  solving  his  personality  difficulties  were  dis- 
cussed, and  he  was  helped  to  gain  insight  into  the  underlying 
dynamic  factors.  At  the  same  time,  it  was  made  clear  that 
insight  was  not  enough;  that  a constructive  attempt  must  be 
made  to  control  and  strengthen  the  weaknesses  of  personality 
which  had  led  to  disaster.  Even  those  young  patients  who  had 

been  led  into  taking  drugs  out  of  curiosity  and  through  the 

influence  of  bad  companions  were  made  to  realize  that  the 

danger  was  due  to  a personality  disorder  which  must  be 

rectified. 


The  Period  of  Stabilization 

None  of  the  10  patients  in  my  first  group  of  Canadian 
patients  required  a long  period  of  stabilization  or  a long  period 
of  withdrawal  treatment.  In  the  40  or  so  Canadian  patients 
seen  later,  all  of  whom  had  obtained  drugs  illegally  for  long 
periods  and  most  of  whom  had  criminal  convictions,  a much 
longer  period  was  necessary  to  stabilize  them  and  to  prepare 
them  for  complete  withdrawal  The  group  of  nine  patients  (a 
sub-group  of  the  40  who  had  delinquent  or  criminal  records 
before  becoming  addicted)  provided  all  the  Canadians  who  have 
been  convicted  and  imprisoned  in  London.  It  is  only  fair  to  add 
that  two  of  this  group  have  made  every  effort  to  re-establish 
themselves  and  have  adhered  strictly  to  the  controlled  dose  of 
heroin  prescribed.  One  of  the  other  seven  is  making  a deter- 
mined effort  to  re-establish  himself. 
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THIS  is,  potentially  at  least,  the  most  important  issue  of 
ADDICTIONS  yet  published.  It  is  so  because  it  deals  with 
the  future . 

Young  people  are  the  future;  but  they  are  with  us  now,  and 
it  is  up  to  us  as  parents,  teachers , and  models  of  adult  behavior 
to  do  what  we  can  now  about  the  future . We  can  only  do  this 
if  we  are  constantly  aware  of  our  influence  — through  actions 
even  more  vitally  than  through  words  — - and  of  the  responsibility 
we  cannot  evade. 

Drinking  alcohol  is  a learned  behavior.  We  adults  are  the 
teachers.  It  is  up  to  each  of  us  to  know  what  we  are  doing  in 
respect  to  the  way  we  either  use  or  refrain  from  using  such 
beverages.  Ifs  up  to  us  to  act  in  the  light  of  knowledge  rather 
than  in  the  dark  of  personal  prejudice . We  have  to  keep 
ourselves  as  well  informed  as  possible  about  the  substance 
alcohol  and  its  effects,  about  the  society  in  which  it  is  frequently 
used , and  about  the  drives  and  motivations  of  those  who  enjoy 
its  use. 

All  of  this  is  a tall  order  to  fill. 

This  issue  contains  the  stuff  of  which  our  better  informed 
approach  to  questions  involving  young  people  and  alcohol  in 
society  can  be  made.  It  is  free  from  the  unhelpful  criticisms 
of  those  who  continually  view  the  younger  generation  with 
alarm. 

—R.R.R. 
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Security  Theory  and  Mental  Health 


by  Michael  F.  Grapko,  Ph.D 


ECURITY  is  an  overriding  goal  to  mental  health.  Professor 


^ Emeritus  W.  E.  Blatz  has  sponsored  and  promoted  this 
statement  over  his  40  years  of  active  involvement  in  research 


in  child  development  and  clinical  work  with  the  problem  family 


and  the  delinquent  child.1 


What  Is  Security? 


The  emergence  of  this  theory  of  security  represents  essen-  ; 
tially  the  behavioristic  approach  to  human  behavior  and  deals 
with  man’s  attempt  to  cope  with  his  life’s  problems.  These  latter 
could  be  divided  into  four  broad  areas  of  human  activity,  includ- 
ing interpersonal  relations  (intimates),  vocational  preparation 
and  pursuits,  avocational  and  leisure  time  activities  and  man’s 
concern  about  his  physical  (health)  and  spiritual  well-being. 

Serenity  is  the  signature  of  a secure  person.  It  is  a state  of  1 
mind  of  the  individual  who  is  willing  to  accept  the  consequences 
of  his  actions  and  decisions.  This  statement  is  offered  as  the  j 
definition  of  security.  The  emphasis  is  placed  on  the  conse-  j 
quences  of  behavior.2  The  willingness  to  accept  the  conse- 
quences is  the  sine  qua  non  of  security.  However,  it  is  pointed 
out  that  security  is  a dynamic,  ever-changing  state  of  mind, 
and  that  the  goal  of  a secure  person  is  an  ever-receding  one. 
The  individual’s  state  of  security  is  viewed  as  a function  of  his 
cognizant  needs  and  aspirations  and  contingent  on  the  emergence 


1 More  complete  statements  of  this  theory  are  to  be  found  in  W.  E.  Blatz  Under- 
standing the  Young  Child,  Clarke  Irwin,  Toronto,  1944;  Ainsworth,  M.D.,  and 
Ainsworth,  L.  H.,  Measuring  Security  in  Personal  Adjustment,  U.  of  T.  Press,  |$Q 
1958,  and  Grapko,  M.  F.,  The  Relation  of  Certain  Psychological  Variables  to  I 
Security:  A Contribution  to  Theory,  University  of  Toronto  Library,  1953. 

B.  F.  Skinner  comments  on  the  omission  of  “consequences”  in  the  behavior-  1 f 
istic  approach  to  the  study  of  human  behavior.  (“Operation  Behavior,”  Ameri-  i 11 
can  Psychologist,  Vol.  18,  No.  8,  1913.)  j 

* Dr.  Grapko  is  Acting  Director  of  the  Institute  of  Child  Study,  University  of  1 


Toronto. 


of  knowledge  and  skill.  Therefore,  the  speed  and  success  by 
which  a person  can  attend  to  his  own  needs  and  wishes  bears 
a relationship  to  his  age  and  his  learning  prowess. 

Security,  as  a mental  health  concept,  must  fulfil  certain 
criteria.  In  the  first  place,  security  must  apply  meaningfully 
throughout  the  life  span,  appropriate  to  the  assessment  of 
infancy,  adolescence,  adulthood  or  old  age.  Secondly,  a concept 
must  not  be  too  severely  culture  bound,  limited  only  to  educated 
middle  class  urban  whites.  Above  all,  the  concept  must  be 
amenable  to  measurement  and  verification.1  It  has  been  proposed 
that  the  concept  of  security  fulfils  these  criteria.  It  is  a truism 
that  all  human  activities  are  wilful  and  selective  and  preceded 
by  a decision  to  act.  At  times  the  decision  may  be  impulsive 
and  spontaneous,  at  other  times  thoughtful  and  calculated.  In 
general,  it  is  expected  that  a direct  relationship  exists  between 
the  time  and  thought  given  to  a decision  and  the  importance  or 
significance  of  the  act. 

The  consequences  or  outcome  of  an  action  may  represent 
success  or  failure,  joy  or  despair,  life  or  death.  Consequences 
which  lead  to  success  and  fulfilment  are  a function  of  learning 
and  are  readily  acceptable.  Consequences  leading  to  failure, 
disappointment,  restriction  or  injury  manifest  a shortcoming 
between  the  individual’s  needs  and  aspirations  and  the  level  of 
attainment  as  measured  by  the  individual’s  resources,  knowledge 
and  skill.  Coping  which  falls  short  of  expectation  is  perceived 
as  failure  and  it  is  the  willingness  to  accept  these  consequences, 
as  well  as  the  ability  to  arrange  for  pleasant  consequences,  that 
represent  a measure  of  security. 

Not  Passive  Acceptance 

Security,  however,  is  not  reflected  in  the  passive  acceptance 
of  failure.  Only  as  the  person  is  willing  to  face  up  to  unpleasant 
consequences  does  he  strive  to  improve  his  judgment  in  making 
future  decisions.  Serenity  is  that  frame  of  mind  reflecting  a 


1 The  Institute  of  Child  Study  Security  Tests  are  at  various  stages  in  their 
standardization  and  these  tests  are  incorporated  in  the  longitudinal  study  cur- 
rently under  way  at  the  Institute  of  Child  Study. 


basic  trust  in  one’s  capacity  for  judgment  and  a confidence  in 
one’s  ability  to  cope  and  work  out  a plan  of  action.  On  the 
other  hand,  the  person  who  seeks  to  avoid  facing  up  to  unpleas- 
ant consequences,  and  succeeds,  denies  himself  the  opportunity 
for  further  learning  and  growth. 

Security  begins  at  birth.  The  newborn  infant  is  secure  in- 
sofar as  decisions,  actions  and  consequences  are  handled 
adequately  and  effectively  on  his  behalf.  If  the  administration 
of  physical  and  psychological  care  is  consistent,  the  child  is 
assured  the  regular  fulfilment  of  his  basic  needs.  At  the  same 
time,  care  provides  the  basis  for  relationship  between  mother 
and  child  leading  to  the  child’s  trust  and  confidence  in  the 
benign  agent.  This  form  of  security  achieved  by  the  young  child 
is  called  immature  dependent  security.  It  is  immature  because 
the  child  primarily  takes  from  the  relationship;  and  dependent 
because  the  child  has  yet  to  achieve  the  skill  and  understanding 
to  handle  his  own  affairs. 

In  the  first  instance,  the  infant  must  count  on  the  caretaking 
skills  of  the  mother  — her  ability  to  provide  nurture.  In  addi- 
tion, it  is  noted  that  the  infant  is  dependent  on  the  relationship 
since  it  is  through  this  interchange  that  he  derives  social  need 
satisfaction  and  his  direction  in  socialization.  Both  these  condi- 
tions of  dependency  are  inherent  in  immature  dependent  secur- 
ity.1 

As  the  child  grows,  he  makes  increasing  progress  towards 
independence.  Activities  for  which  the  parent  took  responsibility 
are  gradually  being  taken  over  by  the  child.  The  activities  which 
constitute  the  fulfilment  of  basic  needs  and  wants  of  the  child 
are  regarded  as  the  significant  “events”  of  his  life.  He  begins  to 
feed  himself,  look  after  his  own  toilet  needs,  dress  and  wash 
himself.  During  the  school  years,  he  knows  his  way  to  school,  is 


1 The  institutionalized  infant  studies  (Bowlby,  Spitz,  Goldfarb,  David),  reporting 
on  the  maternal  deprivation  of  infants,  suggest  that  in  most  cases  the  infants 
and  children  received  adequate  nurture  but  were  denied  the  social  satisfactions 
derived  from  the  experience  of  a sustaining  mother-infant  relationship.  Erikson 
in  “Childhood  and  Society”  sees  dependency  in  early  infancy  reflected  in  a 
basic  sense  of  trust,  allowing  for  a general  receptivity  to  nurture.  Sears,  et  al, 
examine  some  child-rearing  antecedents  of  dependency  in  young  children  (Genet. 
•Psychol.  Monog.,  47,  135-234,  1953). 
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beginning  to  read  for  himself,  write  his  own  letters,  figure  out 
solutions  for  his  own  problems,  select  his  own  friends,  spend 
his  allowance  in  his  own  way,  and  pursue  his  own  interests.  By 
the  end  of  adolescence,  it  is  expected  that  self-care  and  per- 
sonal initiative  and  responsibility  have  spread  to  include  most, 
if  not  all,  of  the  activities  important  to  the  individual’s  needs 
and  interests. 

The  child  who  succeeds  in  acquiring  skill  in  line  with  his 
needs  and  aspirations  experiences  independent  security.  Thus 
the  boy  who  reads  at  a level  of  efficiency  which  meets  the  stan- 
dard for  his  grade  and  also  his  own  level  of  aspiration  is  inde- 
pendently secure  in  regard  to  his  reading  activity.  It  is  noted, 
however,  that  as  the  standard  is  raised  or  the  boy  strives  to 
reach  a higher  level  of  performance,  his  feeling  of  independent 
security  is  a function  not  only  of  the  individual’s  capacity  to 
acquire  skill  and  knowledge  but  also  of  his  aspiration  for 
achievement. 

Activity  reflecting  skill  assures  a pleasant  outcome.  The  boy 
who  gets  on  his  bicycle  and  can  ride  enjoys  the  experience.  The 
housewife  who  mixes  the  ingredients  for  a cake  measures  her 
satisfaction  by  the  knowledge  and  skill  she  brings  to  this  activity. 
Thus  the  sum  total  of  skills  and  knowledge  represents  a measure 
of  the  individual’s  independent  security,  particularly  as  the  skills 
and  knowledge  have  reference  to  the  significant  events  of  daily 
living  and  current  interests  and  desires  of  the  individual.  An 
activity  which  is  performed  without  skill  usually  leads  to  an 
unpleasant  experience.  The  consequences  of  such  an  act  may 
induce  additional  frustration,  disappointment,  embarrassment, 
breakage,  or  injury.  To  the  extent  that  the  individual  accepts 
the  outcome,  and  takes  his  error  into  account  in  improving  his 
next  performance  of  the  act,  he  is  disposed  to  the  attainment 
of  independent  security. 

Insecurity  — Complex  Phenomenon 

In  the  training  and  early  education  of  young  children,  it  is 
necessary  for  the  child  to  face  mistakes  and  failure  as  an  inevit- 
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able  part  of  learning,  and  as  an  essential  condition  to  the 
acquisition  of  independent  security.  As  the  child  strives  for 
emancipation  he  must  accept  a state  of  insecurity.  Insecurity  is 
a complex  phenomenon.  To  be  sure,  it  is  inevitable  in  human 
experience.  However,  as  with  the  emotion  of  fear,  insecurity 
manifests  progressive  levels  of  intensity. 

The  initial  insecurity  which  a child  feels  as  he  tries  to  do 
something  himself  for  the  first  time  is  experienced  as  a mixture 
of  apprehension  and  excitement.  His  willingness  to  stay  and 
deal  with  the  problem  and  expend  effort  in  achieving  skill 
gradually  dispels  the  apprehension  and  converts  the  excitement 
into  a sense  of  satisfaction.  On  the  other  hand,  persistent  failure 
in  dealing  with  a problem  induces  panic  and  despair.  To  engage 
in  repeated  failures  in  face  of  several  problems  introduces  a 
generalized  or  pervading  insecurity  which  eventually  undermines 
the  foundation  for  growth  in  self-confidence  and  independent 
security. 

Insecurity  and  Escapism 

Contrary  to  popular  contention,  mental  health  is  not  con- 
cerned with  the  struggle  to  minimize  or  avoid  all  insecurity,  but 
rather  to  develop  attitudes  and  practices  which  lead  to  the  de- 
velopment of  skill  and  confidence  in  coping  with  insecurity.  The 
child  who  is  overwhelmed  by  insecurity  seeks  an  escape.  A 
probable  impulse  is  to  regress  to  immature  dependent  security. 
The  child  who  has  an  unfortunate  first  day  at  school  returns 
home  crying,  hates  school,  and  wants  to  stay  at  home  with  his 
mother.  Regression  is  a normal  and  often  necessary  condition  of 
childhood.  The  child  who  bites  off  more  than  he  can  chew 
needs  his  parents  to  bail  him  out.  However,  a continuance  of  re- 
gression into  late  adolescence  and  early  adulthood  is  a signa- 
ture of  retarded  growth  in  mental  health.  The  young  bride  (or 
groom)  who  tracks  back  to  mother  displays  a regression 
prompted  by  the  inability  to  cope  with  the  perceived  insecurity 
in  early  marital  adjustment. 

A second  avoidance  reaction  from  feelings  of  insecurity  is 
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achieved  by  the  use  of  a deputy  agent.  Any  mechanism  or  tech- 
nique whereby  the  individual  seeks  to  avoid  blame,  guilt,  or 
error,  fulfils  the  function  of  a deputy  agent.  Equally,  any  at- 
tempt to  distort  the  consequences  of  an  act  or  to  distort  the  con- 
ditions contributing  to  the  consequences  also  serves  as  a deputy 
agent.  The  child  who  deceives  his  teacher  strives  to  escape  a 
situation  about  which  he  feels  insecure.  Pretense  of  illness  may 
often  succeed  in  relieving  a person  from  a task  or  situation 
which  is  anticipated  to  be  unpleasant  or  threatening.  Hysteria  is 
a more  convincing  display  of  the  same  phenomenon.  Procras- 
tination, rationalization,  paranoia,  alcoholism,  addiction,  and 
wanderlust  are  the  other  deputy  agents.1  While  common  forms 
of  deputy  agents  at  the  preschool  level  are  temper  tantrums  and 
excessive  crying,  deputy  agents  comon  to  the  sc  hod -age  period 
are  fantasy  and  daydreaming,  lying,  bullying,  “sour-grapes,” 
excessive  hero-worship,  negligence  and  forgetting.  The  deputy 
agent  provides  an  expedient  method  in  resolving  insecurity.  As 
such,  it  is  a common,  necessary  and  useful  psychological  device. 
The  persistent  and  excessive  use  of  the  deputy  agent  denies  the 
person  the  opportunity  and  need  for  a more  healthy  attack  on 
daily  problems  and  situations.  The  compulsive  use  of  a deputy 
agent  is  tantamount  to  mental  ill-health.  Addiction  to  drugs  or 
alcohol  is  basically  not  unlike  the  chronic  liar  or  the  paranoid 
in  that  each  one  seeks  to  escape  from  his  insecurity. 

Many  daily  activities  involve  the  person  in  a social  setting. 
Some  activities  are  made  possible  only  when  two  or  more  per- 
sons take  part,  such  as  a game  of  tennis  or  raising  a family. 
When  two  or  more  people  share  in  an  activity,  the  decision  to 
act  and  the  resultant  consequences  involve  all  members  con- 
cerned. The  boy  who  strikes  out  at  baseball  counts  one  out  for 
the  team.  The  child  at  one  end  of  a teeter-totter  contributes  to 
the  enjoyment  of  the  other,  as  well  as  himself.  The  husband 
who  gambles  away  his  money  denies  his  family  some  advantages 
that  they  may  have  had.  The  person  who  engages  in  an  activity 
with  another,  and  shares  in  the  decision  and  outcome  of  the  act, 


1 The  Freudian  defense  mechanisms  essentially  describe  the  same  phenomena. 
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reflects  mature  dependent  security.  A necessary  condition  of 
mature  dependent  security  is  that  there  exist  mutual  faith,  trust 
and  confidence.  While  the  relationship  in  immature  dependent 
security  is  one-way,  in  mature  dependent  security  the  relation- 
ship is  bilateral.  Responsibility  and  social  growth  are  manifest  in 
this  reciprocal  relationship. 

As  the  child  grows,  he  is  introduced  to  many  new  activities 
or  “events”  bearing  on  his  social  relationships,  routines  and 
school  work,  play  and  attitudes  to  health  and  his  self-image.  He 
also  expresses  continuous  change  in  his  interests,  likes,  hopes, 
ideas  and  attachments.  During  this  time,  the  child  is  disposed 
more  critically  to  the  acquisition  of  a basic  pattern  of  response 
than  at  any  other  time  of  his  life.  He  needs  guidance  and  help 
in  facing  new  activities,  not  so  much  in  carrying  out  the  activi- 
ties as  in  fostering  healthy  attitudes  and  practices  in  dealing 
with  them.  The  child  who  is  helped  to  see  potential  success  in 
his  mistakes,  eventual  progress  in  his  failures,  satisfaction  in  his 
persistence,  achieves  an  orientation  to  learning  and  to  living 
which  assures  his  mental  health.  ■ 


Developing  Mental  Health  In  Adolescence 

by  Margery  R.  King,  Ph.D* 

EVERYONE  loves  a child.  No  one  loves  an  adolescent!  This 
is  not  literally  true,  but  if  we  were  to  accept  what  we  read 
in  the  newspapers,  you  would  think  that  it  was  so.  “Teen-ager” 
has  almost  become  a term  of  abuse  in  our  North  American 
society.  Why  is  this?  What  effect  does  it  have  on  our  young 
people? 

Who  is  An  Adolescent? 

Generally  we  think  of  this  period  as  covering  from  about 


* Dr.  King  is  Director  of  Education  and  Training,  Canadian  Mental  Health 
Association,  Toronto. 
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12  to  20,  but  there  is  no  really  clear  cut  definition.  When 
adolescence  begins  and  how  long  it  lasts  seems  to  be  a matter 
of  custom  and  circumstance.  In  many  cultures,  there  is  no  such 
thing  as  adolescence.  Where  there  are  clearly  defined  puberty 
rites,  a person  is  a child  one  day  and  a man  or  woman  the  next. 
Not  so  in  our  western  society.  The  physical  changes  associated 
with  puberty  do  take  place  during  the  adolescent  period,  but 
but  they  are  of  minimal  significance  as  a point  of  time.  We 
have,  however,  many  other  significant  time  points  during 
adolescence,  and  they  don’t  all  agree.  Generally  speaking,  one 
can  leave  school  and  drive  a car  at  16;  one  can  go  to  war  and 
marry  at  18  (not  necessarily  the  same  thing);  and  one  becomes 
legally  and  politically  adult  at  21.  When  you  add  to  this  our 
own  confusions  about  what  we  as  parents  and  teachers  expect 
of  our  young  people,  do  you  wonder  that  they  are  confused? 

If  adults  are  going  to  understand  the  emotional  problems  of 
adolescence,  it  is  important  that  they  understand  their  own 
feelings  and  attitudes  and  the  part  they  play  in  creating  or 
contributing  to  these  problems,  or  in  fostering  mental  health. 

We  need  to  examine  what  is  going  on  during  adolescence  — 
what  are  the  major  needs  and  tasks  of  this  turbulent  stage  of 
development.  Perhaps  it  would  be  helpful  if,  instead  of  think- 
ing of  adolescence  as  a period  — which  implies  that  it  has 
clearly-defined  time  limits  and  special  characteristics  — we 
were  to  regard  adolescence  as  a process,  the  process  of  becom- 
ing an  adult.  This  implies  change  and  development.  It  presup- 
poses an  orderliness  to  what  is  taking  place  which  can  be  under- 
stood in  meaningful  human  terms. 

Psychological  Needs 

What  are  the  needs  of  man  that  must  be  met  if  growth  and 
development  are  to  take  place?  There  are  the  very  evident 
physical  needs  — these  we  share  with  all  other  species.  But 
what  are  the  characteristics  that  make  us  human  and  that  lead 
us  to  develop  human  societies?  There  is  the  fact  that  each  man 
seeks  and  can  enjoy  from  his  first  days  of  conscious  existence  a 
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sense  of  communion  with  his  fellows.  Different  authors  call 
this  need  by  different  names  — a need  for  a sense  of  belonging, 
the  development  of  a sense  of  trust,  a need  for  love  and  affec- 
tion. What  we  call  it  is  unimportant  but  the  recognition  of  the 
basic  nature  of  this  need  and  the  significance  of  its  deprivation 
in  terms  of  future  mental  health  has  been  amply  illustrated  by 
the  wo  rk  of  Bo  wl  by1. 

Closely  related  to  and  in  the  context  of  “communion” 
develops  a sense  of  identity . This  is  identity  with  others,  a 
sense  of  the  self  — experienced  as  loveable  and  loving,  as 
competent  and  developing,  an  identity  that  is  on-going  and 
forward-looking,  a sense  of  self  with  which  one  can  live  in 
comfort  in  the  present  and  upon  which  one  can  build,  without 
a need  for  radical  amputation  in  the  future. 

Within  the  continuity  of  development  experienced  in  such 
communion  and  identity  one  is  able  to  meet  the  need  for  a 
sense  of  progession.  This  is  not  change  for  change’s  sake,  but 
a part  of  the  orderly  progression  of  experience  that  enhances 
and  enriches  the  process  of  growth  from  infant  to  child  to 
adolescent  to  adult.  Such  a sense  of  progression  implies  an 
excitement  to  living  through  learning  and  the  meeting  of  chal- 
lenge. 

It  also  implies  that  the  progression  is  not  in  one’s  own 
interests  alone.  A need  for  a sense  of  social  purpose , which 
abides  deep  within  us  all,  makes  it  necessary  that  our  develop- 
ment enhances  the  development  of  others  through  communion 
and  that  our  identity  be  enhanced  by  the  value  of  our  presence 
and  our  contribution  in  the  lives  of  others. 

We  can  use  whatever  words  we  wish  to  describe  man,  but 
if  we  are  to  understand  him  in  human  terms  and  to  be  able  to 
understand  his  development  in  a mental  health  context,  we 
must  take  into  account  the  ideas  implicit  in  the  need  for  a 
sense  of  communion,  identity,  progression  and  social  purpose. 
These  needs  are  met  most  effectively  through  mutuality2  in 
interpersonal  relations.  Any  examination  of  adolescence  and 
its  challenges  and  problems  must  be  explored  in  the  light  of 
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such  universal  human  needs  and  the  social  climate  and  institu- 
tions (which  we  call  our  culture) that  we  have  developed  to 
meet  these  needs. 

We  have  said  that  an  adolescent  is  a child  in  the  process 
of  becoming  an  adult,  but  of  course  we  mean  “adult”  in  more 
than  chronological  years.  In  mental  health  terms,  the  goal  surely 
is  emotional  maturity.  This  is  difficult  to  define,  however, 
because  no  one  is  emotionally  mature  under  all  circumstances 
and  all  of  the  time.  English  and  Finch3  state  that  the  emotionally 
mature  person  has,  generally  speaking,  these  characteristics: 

— He  is  realistic.  He  judges  a situation  as  it 
exists,  not  as  he  wants  it  to  be.  When  problems 
arise,  he  makes  the  best  of  them  instead  of 
running  away  from  them  or  fighting  them. 

— He  accepts  frustrations  and  disappointments 
without  developing  uncontrollable  anger  or 
becoming  sick. 

— He  stands  on  his  own  two  feet. 

— He  co-operates  with  others.  He  is  considerate 
of  their  needs  and  interests,  as  well  as  his  own. 

— He  uses  his  abilities  effectively  and  takes  part 
in  activities  with  enthusiasm  and  satisfaction. 

— He  has  the  capacity  to  love  someone  besides 
himself. 

— - He  is  capable  of  postponing  present  satisfac- 
tions for  a future  greater  good. 

The  importance  to  our  children  of  becoming  emotionally 
mature  is  obvious  and  many  of  the  major  challenges  of  adoles- 
cence are  related  to  the  attempts  of  our  young  people  to  achieve 
these  goals,  and  to  our  anxieties  about  their  methods  and 
degrees  of  success  or  failure  in  reaching  these  goals  — as  we 
see  them. 
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First  of  all,  there  is  the  need  for  finding  a new  basis  of 
emotional  support.  In  infancy  and  early  childhood  this  need 
is  met  primarily  through  the  relationship  between  the  child 
and  its  parents.  As  a child  grows  and  develops  other  people 
gain  significance  for  him  until,  in  adolescence,  his  close  ties 
to  his  parents  must  become  loosened  in  order  that  others  of 
his  own  age  can  become  of  paramount  importance.  This  shift 
is  not  always  an  easy  one  — either  for  teen-agers  or  for  adults. 
The  fads  of  teen-agers  are  all  a part  of  the  business  of  feeling 
comfortable  with  and  a part  of  a peer  group.  Many  of  the 
major  family  fights  of  this  period  center  around  the  problem 
of  conformity  — to  whose  standards  will  the  teen-ager  conform, 
his  peers’  or  his  parents’?  How  often  we  hear  adults  bemoaning 
the  lack  of  individuality  of  the  adolescent!  But  surely  this  is  a 
later  stage.  The  time  when  one  dares  to  be  different  is  when 
one  is  certain  that  one  belongs. 

The  search  for  emotional  support  from  the  members  of 
one’s  own  age  group  is  further  complicated  by  the  emerging 
awareness  of  the  opposite  sex  and  the  cultural  expectations 
and  roles  laid  down  to  cover  this  new  challenge.  These  are 
anything  but  clear.  Standards  of  approved  behavior  for  peer 
and  adult  groups  are  often  in  opposition.  Yet  the  relationship 
between  men  and  women  is  an  integral  part  of  the  emotional 
life  of  adults  and  one  that  must  be  worked  through  to  a satis- 
factory conclusion  during  adolescence  as  necessary  preparation 
for  later  responsibilities. 

Search  For  Individuality 

The  search  for  individuality  or  identity  is  seen  by  Erikson4 
as  one  of  the  major  crises  of  adolescence.  This  is  the  time 
when  “Who  am  I?”,  or  “What  kind  of  person  am  I going  to 
become?”  are  major  sources  of  bewilderment.  The  child’s  past 
experience  with  others  and  their  attitudes  towards  him  must  be 
integrated  with  the  child’s  attitudes  towards  himself  and  with 
the  reality  of  his  experience  of  success  or  failure  in  handling 
the  challenge  of  the  world  around  him.  These  must  all  be 
integrated  into  a unified  whole  during  adolescence  so  that  an 
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identity  and  a value  system  — a philosophy  of  life  — can 
emerge  which  is  the  individual’s  own,  not  just  a carbon  copy  or 
something  super-imposed  on  him  by  the  older  generation.  And 
all  this  must  occur  before  the  individual  is  ready  to  be  called 
an  emotionally  mature  adult.  An  integral  part  of  this  identity 
is  tied  up  with  the  choice  of  a life-work.  We  place  great  stress 
on  economic  independence,  yet  we  are  continually  increasing 
the  length  of  the  training  period  and  creating  higher  barriers 
which  make  it  more  difficult  for  our  young  people  to  enter 
the  labor  market  successfully. 

These  then  — finding  an  occupational  identity,  finding  a 
personal  identity  and  a value  system  on  which  one  can  build 
an  adult  life,  and  finding  a new  relationship  to  age-mates  (and 
at  the  same  time  a new  relationship  to  the  significant  older 
persons  in  one’s  life  that  is  not  based  so  significantly  on  an 
age  differential)  — are  the  major  tasks  of  adolescence. 

Society  — Hindrance  Or  Help? 

To  understand  the  transition  from  childhood  to  adulthood, 
we  need  also  to  examine  the  factors  in  our  culture  that  con- 
tribute to  or  complicate  the  outcome  of  our  search  for  signifi- 
cance. In  a society  where  modem  technology  is  rapidly  making 
unskilled  labor  redundant,  many  young  people  must  feel  that 
there  is  no  way  for  them  to  make  a social  contribution.  So 
far,  our  only  response  to  this  problem  seems  to  be  to  bemoan 
the  drop-outs  and  to  increase  the  pressure  on  youth  to  get 
more  education.  We  do  not  seem  to  be  very  concerned  about 
the  practicality  of  that  education,  or  about  the  self-evident 
fact  that  by  natural  endowment  (or  lack  thereof)  higher  educa- 
tion is  a closed  avenue  for  many  of  our  youth.  It  must  appear 
to  many  young  people  that  our  only  concern  is  to  keep  them 
out  of  the  labor  market.  And  this  in  a society  that  says  that 
to  be  adult  you  must  be  economically  independent!  If  we  are 
concerned  with  the  mental  health  of  the  oncoming  generation 
of  adults  we  must  devote  more  of  our  attention  and  ingenuity 
to  finding  means  by  which  more  of  our  young  people  (and  at 
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an  earlier  age)  can  meet  their  need  for  a sense  of  social  purpose. 

The  rigidity  of  many  of  our  administrative  procedures  con- 
tributes further  to  this  dilemma.  We  tend  to  equate  child  and 
student,  adult  and  worker.  Perhaps  we  need  to  re-examine  our 
attitudes  towards  an  apprenticeship  system;  or  explore  the 
values  of  adult  education,  so  that  many  of  the  negative  author- 
itarian aspects  of  the  student-teacher  dichotomy  which  drives 
many  adults  and  young  people  alike  away  from  continuous 
learning  can  be  eliminated.  If  we  could  make  it  possible  for 
our  adolescents  to  recognize  that  one  does  not  need  to  cease 
to  be  a student  in  order  to  become  an  adult,  at  least  one  source 
of  hostility  and  ambivalence  could  be  reduced. 

Adolescence  is  a time  of  great  idealism  and  a time  when 
young  people  are  developing  their  own  philosophy.  The  evident 
conflict  between  what  the  adult  teaches  and  what  the  adult 
does  surely  does  not  help  them.  We  preach  the  value  of  honesty 
and  co-operation;  yet  we  practice  cutthroat  competition  in 
business,  and  boast  of  cheating  on  income  tax.  We  educate 
about  the  dangers  of  alcohol  and  smoking  in  a society  that 
is  spending  millions  to  advertise  these  products.  We  exhort 
our  youth  to  study  longer  and  harder  in  a society  that  strikes 
for  shorter  working  hours  and  strives  increasingly  for  a leisure 
that  we  don’t  know  how  to  use.  When  we  add  to  these  obstacles 
the  fact  that  all  this  is  going  on  at  a time  of  great  physical  and 
physiological  change  and  turmoil,  we  can  hardly  wonder  that 
the  teen-ager  is  plagued  with  doubts  about  the  kind  of  person 
he  will  become.  The  question  should  not  be  “Why  do  some 
adolescents  have  problems?”,  but  “How  is  it  that  some  do  not?” 

Meaningful  Child-Parent  Relationship 

Caplan5  says  that  one  of  the  basic  questions  that  we  need 
to  ask  ourselves  in  mental  health  is  “How  can  we  equip  a child 
with  the  facts,  skills  and  understandings  that  he  will  need  in 
life  without  interfering  with  his  freedom  to  use  (them)  pro- 
ductively and  creatively?”  Psychiatry  has  shown  us  that  many 
of  the  mental  health  problems  of  childhood  and  adolescence 
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arise  when  the  older  generation  attempts  to  control  the  child 
in  order  to  meet  the  adult’s  needs.  The  child  becomes  a symbol 
of  status  (a  possession)  to  the  parent  or  teacher  and  the  child’s 
success  becomes  the  adult’s.  The  implication  is  that  the  greater 
the  child’s  achievement,  the  more  worthy  he  is  of  the  adult’s 
love  and  support.  The  resultant  pressure  to  achieve  may  lead 
to  intense  interpersonal  competition  which  can  be  devastating 
to  the  individual’s  sense  of  communion  with  others.  During 
adolescence  one  is  not  always  ready  to  buy  comfort  with  peers 
at  the  expense  of  discomfort  with  adults. 

Other  methods  of  control  used  by  adults  can  be  equally 
disruptive  to  the  development  of  mental  health.  Enough  has 
been  written  about  the  negative  aspects  of  authoritarianism  and 
rejection  in  interpersonal  relations  to  eliminate  any  need  for 
more  than  their  mention  here.  But  if,  in  family  and  school, 
interpersonal  controls  have  been  based  on  either  of  these  two 
methods  we  can  expect  complications  in  adolescence  when 
the  threat  of  rejection  diminishes  with  increasing  independence. 

If  we  are  concerned  with  reducing  the  incidence  of  emotional 
disturbance  in  adolescence,  we,  as  adults,  must  seek  to  develop 
interpersonal  relationships  with  youth  that  help  them  to  feel  that 
we  are  welcoming  them  into  partnership  in  the  world  of  affairs, 
At  the  present  time  we  seem  to  think  in  divisive  terms  — adult- 
teen-ager,  parent-child,  teacher-student  — and  we  can  almost 
hear  the  “versus”  between  them. 

We  need  to  develop  a concept  of  “person”. 

A child  or  an  adolescent  is  a person;  so  is  an  adult.  We  often 
lose  sight  of  true  interpersonalism  by  concentrating  on  the 
rights,  roles,  authorities,  demands,  aggressions  hostilitities  and 
protests  which  may  apply  to  individuals  or  groups  as  such  — 
and  neglect  the  mutuality  of  their  shared  humanity. 

But  this  recognition  of  the  child  as  a person  in  his  own 
right  — as  an  individual  with  his  own  direction  for  growth,  is 
not  accomplished  overnight.  The  groundwork  for  mental  health 
in  adolescence  is  laid  in  childhood  through  the  gradual  develop- 
ment of  self-reliance  ard  self-confidence;  through  the  appro- 
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priate  shift  of  responsibility  for  decisions  from  the  adult  to  the 
child;  and  through  the  development  of  a sense  of  appreciation 
of  the  contribution  of  each  in  a partnership  which  benefits  all. 
This  will  permit  a true  “mutuality”  in  relations  between  persons 
of  all  ages,  making  it  possible  for  the  adolescent  to  meet  the 
challenge  of  this  age  period  and  to  develop  a mentally  healthy 
approach  to  adult  life.  ■ 
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Youth , though  it  may  lack  knowledge,  is  certainly  not  devoid  of 
intelligence;  it  sees  through  shams  with  sharp  and  terrible  eyes . 

— H.  L.  Mencken 


Legislation  to  Control  Alcohol  Problems 


by  H . David  Archibald,  M.S.W* 

THE  Hon.  Mr.  Justice  Arthur  Kelly,  Q.C.,  of  the  Supreme 
Court  of  Ontario  has  stated  that  law  in  our  society  is  a 
means  of  engendering  and  maintaining  desirable  relationships 
between  individuals  and  the  state,  and  between  individuals  within 
the  state.  This  can  be  accomplished  under  different  forms  of 


* Mr.  Archibald  is  Executive  Director  of  the  Alcoholism  and  Drug  Addiction 
Research  Foundation.  This  excerpt  is  from  a paper  presented  at  the  Addiction 
Research  Foundation’s  1964  Summer  Course  On  Alcohol  and  Problems  of 
Addiction,  University  of  Western  Ontario,  London. 
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government  in  many  ways,  but  the  two  most  contrasting  are  the 
way  of,  first  of  all,  the  police  state  — in  which  the  views  of  the 
minority  are  imposed  on  the  majority  by  reason  of  the  police 
power  — and  secondly,  the  way  it  is  done  in  the  form  of  society 
which  we  enjoy.  In  this  country  we  form  our  laws  that  they  may 
express  the  views  to  which  the  citizen  subscribes  and  thus  that 
the  laws  may  have  the  acceptance  of  the  preponderant  majority 
of  the  people  affected  — whether  these  people  are  affected  actu- 
ally or  whether  they  are  affected  only  potentially. 

The  study  of  legal  control  of  alcoholic  beverages  is  the  old 
but  ever  recurring  problem  of  the  imposition  of  external  control 
to  maintain  internal  discipline.  Because  prohibition  is  considered 
to  have  been  a failure  in  North  America  generally  and  particu- 
larly in  the  United  States,  I believe  there  is  a great  tendency  to 
react  negatively  and  sometimes  violently  towards  any  suggestion 
that  any  type  of  legal  measures  may  be  important  as  a means  of 
controlling  or  reducing  the  prevalence  of  problems  related  to  the 
use  of  alcoholic  beverages.  In  my  opinion,  we  have  probably  dis- 
missed legal  methods  of  control  much  too  lightly,  and  we  have 
tended  to  dismiss  them  without  at  least  giving  the  question  the 
benefit  of  unbiased  research. 

Legal  Control  and  Social  Problems 

There  is  very  little  intelligent  debate  about  this  subject.  Most 
discussions  centre  around  such  matters  as  the  permit  system,  the 
location  of  outlets  — whether  they  are  to  be  located  one  or  two 
blocks  from  a church  or  school  — the  hours  of  sale,  and 
other  topics.  Little  is  said  about  the  basic  purpose  of  the  law  — 
what  it  is  designed  to  achieve  and  how  well  it  accomplishes  its 
purpose. 

And  herein  we  have  a very  general  but  nevertheless  a basic 
problem.  That  is,  the  Canadian  people’s  uncertainty  and  their 
ambivalence  and  mixed  feelings  about  drinking  alcoholic  bever- 
ages and  about  people  who  seem  to  have  carried  the  matter  too 
far.  Discussion  of  alcohol  and  the  problems  connected  with  it 
makes  most  Canadians  uneasy.  This  is  a most  striking  fact  when 
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one  considers  the  pervasiveness  of  alcohol  in  our  society.  It 
touches  the  lives  of  all  of  us.  Everyone  has  experiences  with 
drinkers,  if  not  with  drink;  everyone  is  bombarded  with  liquor 
advertisements;  everyone  sees  the  manifest  aspects  of  social  and 
human  problems  arising  out  of  the  abuse  of  alcohol;  he  knows 
someone  who  has  been  labelled  an  alcoholic;  he  has  witnessed 
public  drunkenness;  he  has  read  about  crimes  of  violence  attri- 
buted to  drunkenness;  he  knows  something  of  the  statistics  on 
drinking  and  traffic  accidents;  he  has  heard  of  struggles  between 
liquor  lobbies  and  agencies  of  control  or  temperance  organiza- 
tions. In  spite  of  all  of  this,  however,  there  is  relatively  little 
intelligent  discussion  of  the  basic  issues  involving  alcohol. 

Pleasure  vs.  Punishment 

Most  of  us  are  still  not  free  of  the  oldest  and  most  universal 
part  of  human  conflict  — conflict  between  the  desire  to  indulge 
pleasure-giving  impulses  and  the  fear  of  punishment  by  society 
or  its  agents,  or  by  the  internal  representative  of  them,  that  is, 
our  own  conscience.  It  is  a kind  of  conflict  which  leads  some 
people  to  go  all  out  on  the  side  of  suppression  (the  temperance 
organizations)  and  others  to  go  all  out  on  the  side  of  indulgence 
— in  defiance  of  external  or  internal  prohibitions. 

This  kind  of  conflict  in  the  individual  is  rendered  the  more 
troublesome  and  difficult  of  resolution  by  the  fact  that  our  cul- 
ture itself  embodies  a diversity  of  conflicting  values  and  aspira- 
tions, so  that  one  is  offered  no  clear  external  guides  as  to  which 
impulses  are  supposed  to  be  inhibited,  which  expressed  and  in 
what  manner,  or  what  positive  goals  are  most  worthy  of  one’s 
effort. 

One  aspect  of  our  culture  that  has  been  very  important  in 
the  past  and  that  is  to  some  extent  still  with  us,  is  the  tradition 
of  Puritanism  which  made  it  clear  that  drinking  was  to  be  classed 
with  “other  evils  of  the  flesh”,  such  as  smoking,  gambling,  and 
so  on.  A dominant  cultural  trend  during  most  of  the  17th,  18th, 
and  19th  centuries  and  the  early  part  of  the  20th,  this  tradition 
reached  something  of  a high  water  mark  with  the  coming  of 
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prohibition,  about  1919.  To  a large  extent  we  are  still  in  the 
aftermath  of  this  conflict;  and  this  is  one  important  reason  why 
enlightened  citizens  are  often  very  reluctant  to  be  associated 
with  action  taken  against  alcohol  problems.  They  find  it  as  pain- 
ful to  identify  with  blind  or  total  suppression  as  with  indulgence. 
They  reveal  incomplete  mastery  of  the  conflict,  however,  when 
they  tend  to  sweep  all  the  alcohol  problems  under  the  rug. 

Prohibition  was  one  of  the  last  convulsions  of  the  Puritan 
tradition  before  it  went  into  sharp  decline.  It  gave  way  before  a 
great  diversity  of  other  systems  of  belief  and  value,  generated 
out  of  the  changes,  in  all  parts  of  our  national  life,  that  have 
accompanied  our  rapid  industrialization  and  the  disappearance 
of  the  frontier.  Unfortunately  or  fortunately,  depending  on  your 
point  of  view,  no  other  equally  deep  or  as  widely  influential 
tradition  has  developed  to  take  its  place. 

A Pervasive  Uncertainty 

In  consequence,  there  is  a pervasive  uncertainty  in  our  cul- 
ture, not  only  about  drinking  and  the  problems  connected  with 
it  but  about  a host  of  other  issues,  such  as  those  pertaining  to 
child  training,  the  relations  between  employer  and  employee, 
teacher  and  child,  or  law  enforcer  and  the  public.  It  seems  that 
the  typical  Canadian  today  is  very  reluctant  to  take  a stand  on 
these  or  on  many  other  issues.  Instead  he  looks  to  see  what  other 
people  are  doing;  but  his  notions  of  right  and  wrong  tend  to  be 
highly  relative  to  a particular  time,  place  or  situation. 

Owing  in  part  at  least,  to  this  great  uncertainty,  we  in  this 
country  have  not  yet  learned  how  to  handle  alcoholic  beverages. 
We  seem  powerless  to  criticize  or  change  drinking  patterns 
which  often  lead  to  problems,  and  we  are  slow  to  develop  pat- 
terns that  might  be  favourable  to  individual  and  social  well- 
being. This  same  uncertainty  leads  to  misconceptions  and  ambi- 
valent attitudes  that  get  in  the  way  of  rational  and  humane 
approaches  to  people  who  get  into  trouble  through  the  abuse  of 
alcohol. 
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One  very  contentious  point  in  the  present  liquor  legislation 
is  the  definition  of  the  age  at  which  a person  may  begin  to  con- 
sume alcoholic  beverages.  The  age  in  Ontario  at  the  present  time 
is  21. 

Is  Age  Limit  Appropriate? 

Also  within  this  legislation,  it  is  illegal  for  any  person  to 
provide  alcoholic  beverages  for  a person  below  the  age  of  21. 
This  means  that  in  fact  the  parents  of  a 20-year-old  break  the 
law  if  they  permit  the  20-year-old  to  consume  wine  during  the 
course  of  the  family  meal.  Now  this  feature  of  the  law  may  be 
essentially  reasonable  if  we  are  thinking  solely  in  terms  of  Anglo- 
Saxon  people  who  were  reared  in  this  country  in  the  Puritan 
tradition.  When  one  considers,  however,  the  very  different  cus- 
toms of  a large  number  of  our  recent  immigrants  to  this  country, 
then  the  law  may  be  seen  from  a different  point  of  view.  For 
example,  it  is  part  of  the  custom  in  Italian  families  to  introduce 
the  children  to  the  use  of  wine  at  a very  early  age.  The  use  of 
wine  is  very  closely  integrated  with  the  process  of  child  rearing 
in  the  Italian  community.  These  people  find  such  a law  very 
puzzling  indeed.  It  is  far  removed  from  the  traditional 
habits  that  have  been  deeply  and  completely  incorporated  into 
the  Italian  way  of  life. 

There  are  some  other  points  of  view  that  are  worthy  of  dis- 
cussion. One  argument  in  favour  of  identifying  a specific  age 
limit,  let  us  say  21  or  18,  is  that  it  does  provide  some  means  by 
which  the  more  radical  and  problem  members  of  the  teenage 
and  post-teenage  community  may  be  controlled  — - assuming  that 
a certain  percentage  of  this  population  are  not  going  to  be  con- 
trolled in  any  way  by  their  parents. 

Certainly  it  is  possible  that  young  people  — - some  of  them 
— may,  through  emotional  immaturity  be  more  liable  to  use 
alcohol  in  a dependent  way,  although  this  argument  might  really 
point  to  an  even  higher  age  limit  than  any  currently  in  force. 
Lack  of  experience  with  alcohol  may  also,  because  of  the  pos- 


[20] 


sibility  of  a tolerance  factor,  mean  that  not  too  much  liquor  is 
required  to  produce  a marked  lowering  of  inhibitions. 

On  the  other  hand,  it  is  now  well  known  that  alcohol  is  seen 
in  the  eyes  of  young  people  as  a status  symbol,  a symbol  of 
becoming  an  adult.  The  mere  identification  of  a specific  age 
limit  within  the  Liquor  Control  Act  tends  to  give  far  greater 
emphasis  to  the  symbolization  of  alcohol  as  associated  with 
adulthood,  than  should  be  given.  If  the  goal  is  to  “deglamorize” 
the  use  of  alcohol  among  young  people  then  perhaps  the  identifi- 
cation of  a specific  age  when  one  may  begin  to  use  alcohol  may 
defeat  the  goal.  Perhaps  it  would  be  better  to  eliminate  all  men- 
tion of  age  within  the  legislation  and  leave  this  matter  to  the 
discretion  of  parents. 

There  is  also  a school  of  thought  which  contends  that  age 
limits,  at  least  on  drinking  in  the  home  with  the  family,  deprive 
youth  of  an  important  learning  opportunity  without  which  they 
cannot  be  expected  to  learn  sensible  habits  related  to  drinking 
after  they  become  adults  and  leave  parental  influence  behind 
them. 

Age  Limits  in  Other  Jurisdictions 

The  identification  of  a specific  age  is  almost  universal  in 
liquor  legislation.  The  identification  of  an  age  limit  for  drinking 
in  a public  place  is  also  universal.  However,  the  age  limits  range 
from  16  to  21  (which  may  indicate  that  maturation  is  related 
to  geography).  Also  a number  of  jurisdictions  either  specifically 
permit  minors  to  drink  in  their  own  homes  or  ignore  the  ques- 
tion entirely. 

Quebec,  for  example,  has  no  provisions  forbidding  the  sup- 
plying of  liquor  to  minors  under  20  in  the  home  or  private  resi- 
dence. 

On  the  other  hand,  the  provinces  of  Newfoundland,  Nova 
Scotia,  Ontario,  and  the  Northwest  Territories  prohibit  any  con- 
sumption of  alcohol  for  beverage  purposes  by  minors  even  in 
the  home  or  in  a private  residence. 

All  other  provinces  and  territories  specifically  permit  the 
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serving  of  liquor  to  minors  at  home  by  a parent,  guardian  (and 
in  some  provinces  by  a spouse).  The  Saskatchewan  statute  pre- 
scribes even  the  method  of  dispensing  such  an  alcoholic  beverage 
to  a minor  by  stipulating  that  beer  when  given  to  a minor  must 
be  in  an  open  bottle  or  liquor  must  be  in  a glass. 

England  and  Wales  allow  persons  over  18  to  buy  intoxi- 
cating liquor  or  to  consume  it  in  a licensed  place.  Modification 
is  provided  for  minors  between  16  and  18  by  permitting  them 
to  buy  and  consume  beer,  porter,  cider  or  sherry  in  a restaurant 
but  only  in  connection  with  a meal.  The  English  Licensing  Act 
does  not  deal  with  the  question  of  the  consumption  of  liquor  by 
a minor  at  home  or  in  a private  residence.  The  only  provision 
which  seems  to  have  some  bearing  on  this  problem  is  to  be  found 
in  The  Children  and  Young  Persons  Act  of  1933,  which  pro- 
hibits giving  any  liquor  to  a child  under  five  years  of  age. 

Sweden;  Persons  under  21  are  prohibited  from  buying  spirits, 
wine  and  strong  beer  in  the  shops  of  the  State  retail  company. 
Persons  under  1 8 may  not  be  served  strong  drinks  in  restaurants. 

West  Germany:  The  consumption  of  hard  liquor  in  a restaur- 
ant or  other  public  place  is  prohibited  for  persons  under  18, 
while  the  consumption  of  other  alcoholic  beverages,  such  as  beer 
or  wine,  in  these  establishments  seems  to  be  allowed  to  persons 
over  16  years  of  age.  For  minors  under  16,  the  consumption  of 
“other  alcoholic  beverages”  (beer,  wine)  in  restaurants  or  other 
public  places  is  prohibited  unless  such  minors  are  accompanied 
by  a parent  or  guardian.  There  are  apparently  no  provisions  in 
the  West  German  statutes  which  deal  with  the  consumption  of 
alcoholic  beverages  by  minors  in  the  home  or  at  a private  resi- 
dence. 

Yugoslavia:  The  Criminal  Code  of  Yugoslavia  makes  it  an 
offence  to  serve  alcoholic  beverages  to  persons  under  16  years 
in  a hotel,  restaurant,  or  other  public  place,  in  a quantity  which 
can  cause  intoxication.  There  seems  to  be  no  prohibition  of 
alcohol  consumption  by  minors  in  their  homes  or  at  a private 
residence.  However,  it  should  be  noted  that  a person  becomes  of 
age  at  18  years  in  Yugoslavia. 
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Hungary:  In  Hungary,  persons  under  16  are  prohibited  from 
being  supplied  with  alcoholic  beverages  in  bars,  taverns  and 
amusement  premises.  We  do  not  know  of  any  restrictions  re- 
specting the  use  of  alcohol  by  persons  under  16  years  in  the 
home. 

Poland:  The  Anti- Alcoholism  Act  of  December  19,  1959, 
prohibits  the  selling  or  serving  of  alcoholic  beverages  with  more 
than  4.5  per  cent  of  alcohol  to  persons  under  18.  The  consump- 
tion of  such  a beverage  by  a person  under  1 8 is  also  prohibited. 
It  is  not  clear  whether  or  not  the  home  consumption  of  alcoholic 
beverages  by  minors  under  18  is  entirely  prohibited,  since  an- 
other article  provides  that  any  person  who  leads  a minor  up  to 
18  to  take  to  drinking,  providing  same  with  alcoholic  beverage 
or  facilitating  the  consumption  or  encouraging  him  to  consume 
such  beverage,  shall  be  liable  to  imprisonment  or  detention. 

High  to  Low  Alcohol  Content  Beverages 

Recently,  particularly  in  Northern  Europe  and  Scandinavia 
deliberate  attempts  are  being  made  to  establish  liquor  legislation 
which  is  designed  to  change  the  drinking  habits  of  the  people  so 
that  they  wll  consume  more  of  the  milder  beverages,  beer  and 
wine,  and  less  of  distilled  spirits.  Experiments  — in  a very  broad 
sense  of  this  term  — have  been  conducted  in  Belgium,  the 
Netherlands,  Sweden,  and  Norway. 

This  kind  of  legislation  is  based  on  two  major  hypotheses: 

1.  That  a change  of  the  majority  of  the  people  from  the 
consumption  of  distilled  spirits  to  beer  and  wine  will 
result  in  a reduction  in  the  number  of  problems  related 
to  the  use  of  alcoholic  beverages,  such  as,  public  intoxi- 
cation, alcoholism,  drinking-driving  offences; 

2.  That  the  drinking  habits  of  a large  group  of  people  can 
be  changed  by  means  of  an  economic  policy,  specifically 
differential  taxation.  In  other  words,  it  is  believed  that  a 
person’s  drinking  habits  are  closely  related  to  the  amount 
of  money  he  has  to  spend  on  alcoholic  beverages. 
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In  Sweden,  for  example,  following  on  scientific  work  by 
Goldberg  and  Isaakson,  a differential  taxation  policy  was  pro- 
posed whereby  the  tax  would  be  increased  very  considerably  as 
the  amount  of  alcohol  in  the  beverage  increased.  In  other  words, 
distilled  spirits  (schnapps)  would  become  very  expensive  — beer 
on  the  other  hand,  a low  alcohol  content  beverage,  would  be- 
come relatively  cheap. 

In  a study  conducted  under  the  direction  of  Gunnar  Boalt, 
Professor  of  Sociology  at  Karolinska  Institute  in  Stockholm,  it 
is  concluded  that  since  the  introduction  of  the  above-mentioned 
policy  in  1956,  there  has  been  a considerable  reduction  in  the 
total  proportion  of  alcohol  consumed  in  the  form  of  distilled 
spirits.  Accompanying  this  reduction  has  been  a considerable 
reduction  in  the  number  of  convictions  for  drunkenness  per  unit 
of  population.  Professor  Boalt  concludes  that  as  the  sale  of 
distilled  spirits  declines  and  the  proportion  of  beer  consumed 
rises,  a fall  in  convictions  for  drunkenness  ensues.  This,  there- 
fore, may  be  used  as  an  argument  for  requiring  a high  tax  on 
spirits  and  reducing  the  tax  on  beer. 

Testing  In  Limited  Areas? 

It  is  possible,  therefore,  that  liquor  control  legislation  and 
legislation  governing  treatment  and  other  procedures  affecting 
the  drinker  might  be  usefully  set  up  on  a more  or  less  permissive 
basis,  so  that  authorities  concerned  with  ascertaining  how  differ- 
ent systems  really  work,  could  apply  for  the  necessary  arrange- 
ments and  funds  to  test  them  out  in  limited  areas,  over  a limited 
period  of  time,  and  under  controlled  conditions.  While  there  are 
obvious  difficulties  in  this  mobile  world  in  experimenting  locally 
with  such  matters  as  price  without  the  experimenter  being  de- 
feated by  importation  from  elsewhere,  even  this  factor  could  be 
kept  within  limits  in  some  of  the  more  isolated  communities 
which  can  be  found  in  a country  as  large  as  Canada.  This  may 
sound  like  a radical  idea;  to  actually  experiment  scientifically 
with  legislation.  However,  it  has  been  done  in  other  countries  — 
it  could  be  done  here. 
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In  conclusion,  I would  urge  that  we  recognize  legislation  as 
an  important  instrument  to  effect  the  reduction  of  problems  in 
this  field.  The  basic  question  is  what  kind  of  legislation  will  best 
fit  our  contemporary  democratic  society.  What  kind  of  legisla- 
tion will  result  in  an  ever-decreasing  prevalence  of  alcohol- 
related  problems.  We  are  not  yet  close  to  the  final  answers  — 
nor  will  we  be  for  some  time. 

I believe  that  our  great  need  now  is  for  much  more  research, 
boldly  conceived  and  carefully  executed  — much  more  intelli- 
gent conversation  and  debate  leading  to  greater  understanding 
of  all  aspects  of  this  problem,  among  an  ever  widening  circle  of 
people. 

With  soundly  based  knowledge  and  understanding,  the  solu- 
tions to  these  many  problems  must  surely  follow.  ■ 

• • • 

Laws  should  be  like  clothes.  They  should  be  made  to  fit  the  people 
they  are  meant  to  serve. 

— Clarence  Darrow 


What  Young  People  are  Saying 
and  Doing  about  Alcohol 

By  George  L.  Maddox , Ph.D . 

EVERY  society  stakes  its  life  on  .the  assumption  that  its  youth 
are  being  prepared  to  become  competent  and  responsible 
participants  in  community  life.  Since  young  people  are  both 
a living  commentary  on  the  generation  that  rears  them  and  a 
prophecy  about  the  generation  that  will  inherit  the  future,  many 
adults  in  our  society  continually  view  with  interest  and  oecas- 


* Dr.  Maddox  is  Associate  Professor  of  Sociology  and  Psychiatry,  Duke  University, 
North  Carolina.  This  article  was  published  in  its  original  form  in  INVENTORY, 
January-February,  1964. 
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ionally  alarm,  what  young  people  are  thinking  and  doing;  the 
state  of  their  health,  education,  and  welfare;  and  any  real  or 
imagined  indications  of  their  incompetence  or  irresponsibility. 

It  is  hardly  surprising  that  we  adults,  who  number  our 
alcoholics  and  the  cost  of  our  misuses  of  beverage  in  the  multiple 
millions,  frequently  look  with  some  apprehension  at  what  young 
people  are  saying  about  and  doing  with  alcohol. 

For  years  now  parents,  ministers,  educators,  legislators, 
editorialists,  and  civic  officials  have  exercised  their  right  to 
speculate,  with  undetermined  accuracy,  about  the  drinking  be- 
havior and  attitudes  toward  drinking  among  youth.  There  has 
not  always  been  agreement  among  the  speculators  about  whether 
contemporary  young  people  should  be  indicted  for  a premature 
and  too  realistic  imitation  of  adult  drinking  behavior  or  com- 
mended for  not  imitating  this  common  facet  of  adult  activity. 

In  the  past  two  decades  there  have  been  a number  of  research 
studies  which  describe  and  provide  a factual  basis  for  inter- 
preting the  drinking  behavior  and  attitudes  of  adolescents,  those 
persons  who  fall  in  the  broad,  loosely  defined  age  range  bounded 
on  the  one  hand  by  puberty,  and,  on  the  other,  by  the  assumption 
of  adult  roles.  Over  10,000  young  people  living  in  various  re- 
gions of  the  country  have  been  involved  in  these  investigations. 

What  We  Knew 

On  the  basis  of  cumulative  research  evidence  here,  in  gen- 
eral, is  what  we  know  about  drinking  behavior  and  attitudes 
among  contemporary  adolescents: 

1.  The  probability  is  quite  high  a young  person  will  have 
experimented  with  at  least  one  drink  of  alcohol  before  he  is 
graduated  from  high  school  or  reaches  the  age  at  which  he 
would  normally  graduate. 

2.  First  exposure  of  an  individual  to  personal  use  of  alcohol, 
in  contrast  to  merely  “tasting”  an  alcohol  beverage,  tends  to 
occur  about  the  time  he  is  in  junior  high  school  or  enters  high 
school  A limited  amount  of  “tasting”  and  ritual  use  of  alcohol 
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may  occur  before  this  time,  but  repeated  personal  use  of  alcohol 
before  puberty  is  not  common. 

3.  First  exposures  to  personal  use  of  alcohol  are  more  likely 
to  be  in  the  context  of  the  home  with  the  parents  or  other  re- 
latives present  than  in  other  situations. 

4.  Beer  is  the  most  frequently  consumed  beverage;  this  choice 
seems  to  reflect  both  the  availability  and  relative  economy  of 
this  low  alcohol  content  beverage. 

5.  If  the  parents  in  a family  use  beverage  alcohol,  the  pro- 
bability is  that  their  adolescent  children  will  also  be  or  become 
users;  and  this  probability  increases  with  the  age  of  the  young 
person.  Abstinent  young  people,  on  the  other  hand,  typically 
have  abstinent  parents. 

6.  The  proportion  of  users  (those  whose  drinking  involves 
more  than  a single  isolated  experience  or  ritual  use  of  alcohol) 
among  young  people  varies  from  community  to  community.  In 
some  communities  majorities  of  six  or  eight  in  ten  adolescents 
are  users.  In  other  communities  only  minorities  of  two  or  three 
in  ten  are  users.  Therefore,  one  cannot  talk  about  the  drinking 
behaviors  or  attitudes  of  teen-agers  in  general.  This  is  also 
indicated  by  the  next  proposition. 

7.  Among  young  people,  as  among  adults,  the  probability 
that  an  individual  will  be  a user  varies  with  such  factors  as  sex, 
socio-economic  status,  religious  preference  and  participation, 
ethnic  background,  and  rural-urban  residence.  Users  are  more 
likely  than  others  to  be  male,  at  the  extremes  of  social  status, 
identified  with  a religious  or  ethnic  sub-culture  which  permits 
or  encourages  some  use  of  beverage  alcohol,  and  residing  in 
an  urban  area. 

8.  Young  people  tend  to  perceive  some  use  of  alcohol  as 
an  integral  part  of  adult  role  playing,  particularly  in  situations 
in  which  adults  are  being  convivial,  celebrating  a special  event, 
or  seeking  symptomatic  relief  from  tension  and  anxiety. 

(Continued  on  page  30) 
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Sarnia  Police 


Heavy  Hand  To  Helping  Hand 

The  police  department  of  Sarnia,  Ontario  has  taken  steps  to 
put  an  enlightened  program  into  effect  in  dealing  with  persons 
convicted  of  offences  involving  alcohol.  Under  the  direction  of 
Chief  Torrance  each  offender  receives  a packet  containing  a 
letter  from  the  Sarnia  police  department  and  two  publications 
of  the  Alcoholism  and  Drug  Addiction  Research  Foundation 
of  Ontario,  “When  To  Say  When”,  and  “It’s  Best  To  Know 
about  Alcohol.”  To  date,  the  department  has  distributed  about 
250  of  these  packets  to  habitual  and  non-habitual  inebriates 
(132),  those  convicted  under  other  liquor  offences  (62),  and 
those  convicted  of  drinking  under  age  (56). 

Chief  Torrance  relates  that  in  earlier  years,  as  an  officer  on 
the  beat,  he  was  very  heavy  handed  with  “drunks”  for  this  was 
the  policy  of  the  administration  at  that  time.  In  fact,  any 
tolerance  of  verbal  abuse  from  an  intoxicated  person  was  seen 
as  a sign  of  weakness  in  an  officer  and  cause  for  severe 
reprimand  by  supervisors.  Now  Chief  Torrance  sees  chronic 
drunkenness  as  a serious  human  disorder  and  his  reaction  to  the 
offender  has  become  much  more  positive.  While  he  expresses 
a genuine  concern  for  offenders,  he  does  not  absolve  them  of 
the  responsibility  of  getting  the  necessary  help  for  recovery. 
He  is  a strong  ally  of  A.A.  and  the  Foundation,  and  has  no 
hesitation  'in  urging  abnormal  drinkers  to  seek  help.  His  program 
has  the  approval  and  cooperation  of  the  magistrates  and  A.A. 
in  his  city  and  he  has  gained  respect  in  the  community  for  his 
consistent,  frank  and  positive  approach  toward  alcoholics  who 
come  in  conflict  with  the  law. 

As  the  disease  concept  of  alcoholism  is  becoming  an  in- 
creasingly important  factor  in  the  policies  of  the  medical  and 
legal  professions,  social  agencies,  clergy,  schools,  law  enforce- 
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ment  agencies,  industry  and  community,  the  following  letter 
distributed  by  the  Sarnia  police  department  is  an  example  of 
how  one  law  enforcement  agency  carries  out  its  responsibilities 
to  the  community  regarding  prevention,  treatment  opportunities 
and  education  in  the  matter  of  alcoholism. 

Unfortunately  it  has  been  necessary  for  a member 
of  this  Department  to  charge  you  with  an  offence  related 
to  the  use  of  alcohol. 

This  may  be  the  first  time  the  use  of  alcohol  has 
caused  you  any  trouble  or  it  may  be  one  of  a series  of 
difficulties  caused  by  drinking.  What  you  do 
with  your  future  is  up  to  you. 

We  are  not  saying  you  are  an  alcoholic,  or  that  you 
have  a drinking  problem,  but  we  do  suggest  that  you 
take  an  honest  look  at  your  drinking  habits.  Does  liquor 
make  you  — or  let  you  — do  things  you 
would  frown  upon  if  you  were  sober?  Like  thinking 
it  is  quite  alright  to  drive  when  you  are  drinking? 

We  suggest  that  you  read  the  enclosed  folder. 
Perhaps  this  does  not  apply  to  you,  but  in  any  event  it  will 
give  you  some  awareness  of  the  disease  of  alcoholism. 

If  you  are  concerned  about  your  drinking  pattern 

and  would  like  to  talk  to  someone  about  it  feel  free  to  visit 

me  or  contact  some  member  of  Alcoholics  Anonymous. 

We  will  be  glad  to  discuss  your  problem  with  you. 

Your  call  will  be  confidential. 

The  choice  is  entirely  your  own. 

It  may  even  save  a life,  and  it  could  be  your  own. 

Sincerely, 

J.  S.  Torrance, 
Chief  of  Police. 
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(Continued  from  page  27) 

9.  The  probability  that  an  adolescent  will  be  a user  of  bever- 
age alcohol  increases  with  age;  that  is,  as  he  approaches  the 
achievement  of  adult  status. 

10.  Young  people  tend  to  perceive  alcohol  as  a social  bever- 
age rather  than  as  a drug;  they  tend  to  emphasize  in  their  des- 
criptions of  drinking  what  alcohol  does  for  an  individual  at  least 
as  often  as  they  emphasize  what  it  may  do  to  him. 

11.  Parental  approval  of  some  drinking  experience  for  young 
people,  especially  if  that  drinking  is  in  the  context  of  the  home, 
is  frequently  claimed  by  adolescent  drinkers.  The  frequency  of 
these  claims  varies  from  community  to  community  and  is  pre- 
sumably related  to  perceiver  differences  in  the  degree  to  which 
alcohol  use  is  integrated  into  the  normal  social  activities  of 
adults. 

12.  Unqualified  moral,  religious,  and  legal  injunctions  against 
all  use  of  alcohol  as  a beverage  by  minors  are  supported  neither 
by  the  attitudes  nor  the  behavior  of  young  people.  Only  a min- 
ority of  the  adolescents  who  have  been  studied,  even  when  they 
themselves  are  abstinent,  consider  alcohol  use  to  be  morally 
wrong  for  their  peers  under  all  circumstances,  much  less  for 
adults.  Although  legal  restraints  may  have  effects,  as  yet  un- 
demonstrated, on  where,  when,  and  how  alcohol  is  consumed, 
such  restraints  seem  to  have  little  effect  on  whether  or  not 
alcohol  is  used  by  adolescents. 

13.  The  great  majority  of  young  people,  even  if  they  use 
beverage  alcohol,  do  not  appear  to  be  preoccupied  with  drink- 
ing. Problems  associated  with  use  are  not  typical.  The  young 
person  who  drinks  as  often  as  an  ounce  a day;  who  is  high,  tight, 
or  drunk  with  regularity;  or  who  experiences  repeated  per- 
sonal and  social  complications  in  association  with  drinking  is 
not  common.  Estimates  of  the  proportion  of  young  people 
whose  drinking  is  associated  with  personal  or  social  problems 
vary  from  community  to  community  and  range  from  two  to 
five  percent. 


14.  While  some  peer  group  drinking  among  adolescents  may 
reflect  rejection  of  and  hostility  toward  adult  values  and  roles, 
such  drinking  behavior  is  not  typical.  On  the  contrary,  most 
drinking  by  adolescents  appears  to  be  anticipatory  of  adult  role 
playing  and  in  conformity  with  perceived  adult  values.  Tension 
is  likely  to  develop  not  around  the  question  of  whether  or  not 
it  is  legitimate  for  an  individual  who  has  “come  of  age”  to  drink 
but,  rather,  the  question  of  when  an  individual  has,  in  fact, 
“come  of  age.” 

This,  then,  is  the  kind  of  information  we  have  about  what 
contemporary  young  people  are  thinking  about  and  doing  with 
alcohol.  The  essence  of  available  research  data  seems  most 
adequately  expressed  in  a single  conclusion:  Young  people  do 
not  invent  the  idea  of  drinking  (or  abstaining);  they  learn  it. 


When  and  How? 

The  acceptability  and  desirability  of  some  drinking  behavior 
is  continually  suggested  to  a young  person  by  the  elaborate 
integration  of  alcohol  use  into  American  culture  and  adult  social 
behavior.  A majority  of  adults  in  the  United  States  drink  at  least 
sometimes;  research  indicates  that  the  proportion  of  drinkers 
(about  two  out  of  three)  and  the  drinking  patterns  of  adults 
have  remained  relatively  stable  for  the  past  two  decades.  Child- 
ren, on  the  other  hand,  are  generally  assumed  to  be  abstinent. 
Any  attempt  to  explain  the  persistence  of  adult  drinking  be- 
havior necessarily  focuses  attention  on  when  and  how  the 
abstinence  of  childhood  is  transformed  for  the  majority  into  the 
drinking  behavior  of  adulthood. 

The  availability  of  alcohol  to  members  of  a society  does  not 
in  itself  explain  its  use  or  non-use  as  a beverage.  Whether  one 
drinks  and  what,  how,  where,  when,  and  with  whom  one  drinks 
are  institutionalized  behavior  for  particular  groups  within  the 
society.  Although  alcohol  use  is  obviously  a part  of  the  cultural 
tradition  of  the  United  States,  so  also  is  abstinence.  And,  while 
some  drinking  is  obviously  institutionalized  for  some  persons 
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in  some  groups,  whether  one  is  encouraged,  permitted,  or 
forbidden  to  drink  reflects  such  social  factors  as  ethnic  back- 
ground, socio-economic  position,  religious  orientation,  age,  and 
sex.  Some  uses  of  beverage  alcohol  are  institutionalized  among 
Orthodox  Jews,  for  example;  total  abstinence  is  institutionalized 
among  Mormons.  Drinking  is  generally  more  permissible  for 
the  male  than  for  the  female  and  for  the  adult  than  for  the 
adolescent.  Therefore  in  being  socialized  the  individual  is  never 
exposed  to  culture  in  general;  he  is  exposed  to  particular  groups 
whose  members  introduce  him  to  the  institutionalized  roles 
appropriate  for  him  in  that  group.  He  must  learn  whether  or 
not  drinking  is  ever  appropriate;  and,  if  it  is,  when,  where,  with 
whom,  and  to  what  extent  it  is  appropriate.  An  individual's 
drinking  behavior,  if  he  drinks  at  all,  typically  conforms  to  the 
expectations  of  significant  groups  in  his  social  environment. 

The  perceived  integration  of  some  alcohol  use  into  the  style 
of  life  of  many  significant  adults  in  the  experience  of  most 
young  people  explains,  at  least  in  part,  why  one  would  expect 
and  why  one  finds  that  among  adolescents,  the  probability  of 
alcohol  use  — as  well  as  of  smoking  and  heterosexual  activity  — 
increases  with  age,  reaching  its  maximum  degree  about  the 
time  of  graduation  from  high  school. 

One  can  admit  without  hesitation  that  some  drinking  by 
adolescents  surely  reflects  hostility  toward  adult  authority  and 
goals.  Drink  may  be  used  as  a test  of  loyalty  to  peer  groups 
precisely  because  it  is  discouraged  by  adults.  However,  the 
contrary  evidence  is  compelling.  The  probability  of  alcohol  use 
increases  with  age,  that  is,  as  the  assumption  of  adult  roles  is 
approached.  There  is  a demonstrated  relationship  between  the 
drinking  behavior  of  parents  and  their  offspring;  and  given  what 
we  know  about  the  importance  of  parents  as  models  for  behavior, 
a majority  of  adolescents  in  our  society  would  in  all  probability 
come  to  use  beverage  alcohol  eventually  even  if  there  were  no 
peer  group  experience  at  all.  Young  people  tend  to  perceive 
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some  drinking  as  an  integral  and  legitimate  part  of  normal 
adult  behavior.  The  emphasis  of  this  evidence  is  overwhelmingly 
on  adolescent  identification  with  adulthood,  not  hostility  to  adult 
goals  or  authority. 

While  for  some  young  people  peer  group  participation  may 
be  an  occasion  for  exposure  to  alternative  models  of  behavior 
not  observed  in  the  parental  family,  there  is  an  observed  ten- 
dency for  cliques  to  form  among  adolescents,  on  the  basis  of 
similarity  of  life  style  developed  in  the  parental  family.  There 
is  simply  no  evidence  that  an  abstinent  adolescent  is  inevitably 
seduced  by  his  peers  who  drink  or  that  peer  group  drinking  is 
typically  unrestrained  by  group  norms.  Research  has  not  clearly 
identified  all  the  mechanisms  which  function  to  keep  the  non- 
| drinking  adolescent  in  bounds.  But  the  fact  remains  that  a 
large  minority  of  persons  in  our  society  remain  abstinent 
throughout  adulthood  and  unrestrained  drinking  is  not  typical 
even  of  organized  delinquent  gangs.  Both  non-drinker  and 
drinker  can  and  do  find  support  from  peers,  but  in  the  case 
of  the  drinker  this  support  is  ordinarily  conditional.  The  myth 
of  inevitable  and  irresistible  peer  group  pressure  to  drink  and  to 
drink  excessively  may  tend  to  become,  unfortunately,  a kind  of 
self-fulfilling  prophecy. 

Effects  of  Mass  Media? 

The  impact  of  the  mass  media  of  communication  on  what 
I young  people  think  about  and  do  with  alcohol  also  needs  critical 
review.  Like  age  peer  groups,  the  mass  media  have  the  character- 
I istics  of  exposing  an  adolescent  to  alternative  models  of  behavior 
Which  do  not  necessarily  support  the  parental  model.  In  a 
j complex  society  this  problem  of  confronting  young  people  with 
alternative  and  sometimes  contradictory  models  of  behavior  is, 

: of  course,  not  confined  to  the  use  of  alcohol  alone.  Books, 
magazines,  radio  and  television  continually  suggest  to  the  adoles- 
cent alternatives  in  religion,  politics,  ethics,  clothing  and  style 


of  life  in  general  without  their  necessarily  being  mediated 
through  parents. 

This  observation  has  led  some  persons  to  conclude  that  the 
mass  media  are  or  can  easily  became  agencies  of  evil  aiming 
at  the  destruction  of  the  moral  fiber  of  society,  with  “liquor 
advertising”  being  a case  in  point.  There  are  no  carefully  con- 
trolled studies  demonstrating  the  relationship  between  the  pre- 
valence of  drinking  and  liquor  advertising.  However,  on  infer- 
ential grounds,  a close  relationship  would  not  necessarily  be 
expected.  The  assumption  that  individuals  can  be  manipulated 
simply  by  subjecting  them  to  mass  media  is  overly  simple  and 
misleading.  It  is  increasingly  apparent  that  knowledge  of  the 
interpersonal  environment  of  the  individual  is  basic  to  under- 
standing both  what  exposure  to  mass  media  stimuli  means  to  him 
and  what  his  response  to  that  exposure  is  likely  to  be. 

The  effect  of  the  mass  media  cannot  be  totally  discounted. 
At  a very  minimum,  advertisement  of  beverage  alcohol,  both 
direct  and  indirect,  does  suggest  the  legitimacy  of  some  drinking 
for  normal  adults  and  might  well  reinforce  the  prevalent  mis- 
conception that  alcohol  is  a social  beverage  much  more  capable 
of  doing  something  for  the  user  than  to  him.  Such  suggestions 
would  tend  to  reinforce  the  acceptance  of  drinking  behavior  on 
the  part  of  adolescents  whose  interpersonal  relations  in  family 
and  peer  group  had  already  oriented  him  to  drink.  It  remains  to 
be  demonstrated,  however,  that  the  mass  media  are  crucial  in 
transforming  into  a drinker  an  abstinent  young  person  whose 
interpersonal  relationships  in  family  and  peer  group  did  not  rein- 
force the  suggestions  about  the  desirability  of  drinking  to  which 
the  mass  media  expose  him. 

Drinking  is  Learned  Behavior 

The  importance  of  relationships  in  family  and  peer  groups  in 
determining  whether  or  not  alcohol  is  used  would  also  explain 
in  large  part  why  religious  and  educational  organizations  com- 
mitted to  the  achievement  of  total  and  permanent  abstinence  as 
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the  most  desirable  state  of  affairs  have  had  such  little  success  in 
transforming  the  drinking  adolescent  into  an  abstainer.  Their 
efforts  rather  frequently  encounter  the  obstacle  of  family  and 
peer  group  support  for  some  drinking. 

There  is  no  simple,  single  explanation  of  why  the  behavior 
of  some  drinkers  continually  falls  outside  the  normal  range  and 
it  is  not  possible  here  to  review  the  alternative  explanations. 
There  is  widespread  agreement  among  students  of  pathological 
drinking,  however,  that  ithe  roots  of  such  behavior  lie  deep  in 
childhood  and  adolescent  experience  of  an  individual  and  that 
inconsistency  in  and  ambivalence  toward  alcohol  use  within  a 
society  increases  the  probability  of  pathological  use.  The  relation 
of  this  observation  to  how  adolescents  learn  to  drink  warrants  at 
least  brief  comment. 

For  most  young  people,  models  of  behavior  encountered  in 
the  family  and  in  peer  groups  tend  to  be  more  or  less  consistent 
with  one  another  and  therefore  to  reinforce  one  another.  Rather 
obviously,  parental  models  are  sometimes  inadequate;  ambival- 
ence and  inconsistency  may  characterize  the  response  of  parents 
to  alcohol.  For  a variety  of  reasons  peer  group  values  and  be- 
havior may  not  reinforce  parental  values  and  behavior.  There  is 
littie  question  that  the  heterogeneity  of  values  in  our  society  with 
regard  to  alcohol  use  and  the  high  degree  of  mobility  experi- 
enced within  our  society  maximizes  the  possibility  of  conflicting 
attitudes  toward  alcohol  use  and,  then,  to  problems  associated 
with  alcohol  use. 

In  a word,  I am  aware  that  Americans  have  more  problems 
than  most  with  alcohol  and  that  social  change  and  cultural  heter- 
ogeneity contribute  to  and  complicate  these  problems.  However, 
this  should  not  obscure  the  basic  point:  young  people  in  our 
society  do  not  invent  the  idea  of  drinking;  they  learn  it.  The 
fact  that  some  of  them  learn  the  wrong  things  certainly  pro- 
vides an  occasion  of  inquiring  about  what  has  gone  wrong  in  the 
learning  process.  But  the  existence  of  drinking  pathology  among 
a minority  of  drinkers  should  not  mislead  us  into  treating  alcohol 
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use  that  stays  within  the  normal  range  as  though  it  is  merely  a 
prelude  to  later  abuse  or  pathological  use. 

For  most  young  people  in  our  society,  alcohol  use  is  an 
integral  part  of  the  culture  to  which  they  are  exposed.  Drinking 
is  not  presented  to  them  as  a pivot  around  which  life  revolves; 
rather  it  is  presented  as  part  of  a style  of  life,  a relatively  satis- 
fying means  of  relaxing  and  relating  themselves  to  the  world 
around  them.  Typically,  they  learn  how  to  drink,  what  to  drink, 
when  to  drink,  where  to  drink,  and  with  whom  to  drink.  Conse- 
quently, drinking  abuses,  although  they  do  occur,  are  not  typical 
among  adolescents.  Most  of  their  drinking  reflects  identification 
with  adulthood  rather  than  rejection  of  it.  For  the  young  person 
whose  parents  are  users  of  alcohol,  when  he  may  legitimately 
drink  is  more  likely  to  be  a problem  than  whether  he  may  drink. 

Not  every  young  person  learns  to  drink.  A persistent  minor- 
ity maintain  their  abstinence  into  adulthood.  Drinking  does  not 
become  a part  of  their  life  style,  of  their  way  of  relating  to  the 
environment. 

Alcohol  or  Abstinence? 

Thus,  in  our  society  there  is  not  a single,  cultural  tradition 
with  regard  to  drinking  to  which  young  people  are  exposed. 
There  are  two  persistent  traditions  and  American  communities 
have  been,  and  occasionally  still  are,  divided  by  arguments  about 
whether  alcohol  use  and  abstinence  can  exist  peacefully  side  by 
side.  The  relatively  long  period  of  adolescence  and  confusion 
about  when  adulthood  is  achieved  cloud  the  issue  even  when 
some  alcohol  use  is  considered  legitimate  for  adults. 

These  are  some  of  the  facts  about  alcohol  use  among  youth 
exposed  to  American  culture.  These  facts  do  not  in  themselves 
tell  us  Whether  there  should  be  alcohol  education,  or  if  there 
should  be,  what  kind.  But  this  kind  of  information  should  be 
our  starting  point  and  continuing  reference  point  in  planning  for 
alcohol  education.  ■ 
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Minors  and  Alcohol  - An  International  Review 


Sale  and  Consumption  by  Minors  as  Handled  by  Various 
Legislations  in  Canada,  U.S.A.  and  some  European  countries, 

by  K.  H.  Wangenheim * 

I.  CANADA 

Persons  under  21  are  prohibited  from  buying  alcoholic  be- 
verages or  from  consuming  such  alcoholic  beverages  in  licensed 
places  pursuant  to  the  respective  Acts  in  all  of  the  provinces 
of  Canada,  including  the  Northwest  Territories  and  the  Yukon 
Territories.  The  only  variation  is  in  the  Province  of  Quebec 
where  a lower  age,  namely  the  age  of  20,  has  been  fixed  for 
similar  prohibitions. 

While  these  prohibitions  deal  only  with  the  purchase  or 
consumption  in  licensed  places,  the  liquor  control  statutes  of 
the  various  provinces  and  territories  also  deal  with  the  problem 
of  consumption  of  alcoholic  beverages  by  members  of  these 
age  groups  in  the  home  or  at  a private  place. 

It  is  interesting  to  note  that  the  provinces  of  Newfound- 
land^1) Nova  Scotia, (2)  Ontario(3)  and  the  Northwest  Territo- 
ries^) prohibit  any  consumption  of  alcoholic  beverages  for 
beverage  purposes  by  minors  even  in  the  home  or  in  a private 
residence.  The-  only  exceptions  which  can  be  found  in  these 
jurisdictions  refer  to  alcoholic  beverages  given  to  minors  for 
either  sacramental  purposes  or  medicinal  purposes,  in  the  latter 
case  by  either  a physician  or  in  some  cases  by  the  parent. 

0)  The  Alcoholic  Liquors  Act,  R.S.  Nfld.  1952,  ch.  93  as  am.  (including  1963), 

secs.  69,  66,  38  and  Reg.  25, 

(2)  Liquor  Control  Act,  R.S.N.S.  1954,  ch.  155  as  am.  (including  1963),  secs. 

87,  67  and  Reg.  73. 

(3)  Liquor  Control  Act,  R.S.O,  1960,  ch,  217  as  am.  (including  1962-63)  sec.  82; 

Liquor  License  Act,  R.S.O.  1960,  ch.  218  as  am,  (inch  1962-63),  secs.  53,  54 

and  Reg.  407  #18, 

(4)  Liquor  Ordinance,  N.W.T.  Rev,  Ordinances  1956,  ch.  60  as  am.  (including 

1963  3rd  session,  ch.  14),  secs.  9,  14,  22,  29. 


* Mr.  Wangenheim  studied  law  in  Europe,  and  before  joining  the  Foundation 
as  Special  Projects  Research  Associate  doing  special  studies  in  comparative 
law,  was  editor  of  C.C.H.  Canadian  digests  of  court  cases. 
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This  aspect  of  a kind  of  total  prohibition  for  beverage  pur- 
poses by  minors  is  not  maintained  in  the  remaining  provinces 
nor  in  the  Yukon  Territories.  The  statutes  of  these  jurisdictions 
provide  for  specific  exceptions  which  stipulate  where  or  how 
and  by  whom  alcoholic  beverages  for  beverage  purposes  may 
be  supplied  to  minors. 

Prince  Edward  Island  allows  a parent  or  guardian  to  give 
liquor  to  a minor.  (5) 

New  Brunswick  allows  a parent,  guardian  or  spouse  to  supply 
liquor  to  a minor.  (6) 

Quebec,  the  Quebec  Liquor  Board  Act  contains  no  provisions 
forbidding  the  supplying  of  liquor  to  minors  under  20  in 
the  home  or  private  residence. (7) 

Manitoba  permits  a parent  or  guardian  to  give  liquor  in  a 
residence  to  a minor  over  18.(8) 

Saskatchewan  permits  a parent,  guardian  or  spouse  to  give 
alcoholic  beverages  to  a minor  in  dwelling  house.  The 
Saskatchewan  statute  prescribes  even  the  method  of  dispens- 
ing such  an  alcoholic  beverage  to  a minor  by  requesting  that 
beer  has  to  be  given  to  a minor  in  an  open  bottle  or  liquor 
in  a glass.  The  Saskatchewan  Act  also  allows  any  person 
over  21  to  give  beer  in  an  open  bottle  or  liquor  in  a glass  to 
a minor  for  consumption  in  the  adult’s  bona  fide  residence, 
but  excepting  hotel  rooms  or  motels. (9) 

Alberta  allows  a parent,  guardian  or  spouse  to  give  an 
alcoholic  beverage  to  a minor.(10) 


(g)  Liquor  Control  Act,  R.S.  P.E.L  1950,  ch.  159  as  am.  (including  1962),  secs. 
36,  40. 

(®)  Liquor  Control  Act,  (N.B.  1961-62,  ch.  3 as  am.  (including  1963,  2nd  session. 
Ch.  27),  secs.  123,  111,  77,  99  (5). 

(7)  Liquor  Board  Act,  Que.  1960-61,  ch.  86,  as  am.  (including  1963),  secs.  98, 
99,  126,  137. 

(8)  Liquor  Control  Act,  Man.  1956,  ch.  40  as  am.  (including  1963),  secs.  170, 
96,  130,  42,  43. 

(9)  Liquor  Act,  Sask.  1960,  ch.  31  as  am.  (including  March  28,  1963)  secs.  81, 
81a,  81b.  81c,  80; 

Liquor  Licensing  Act,  Sask.  1959,  ch.  19  as  am.  (inch  March  28,  1963), 
sec.  138. 

(10)  Liquor  Control  Act,  Alta.  1958,  ch.  37  as  am.  (including  1963) , secs.  82,  83, 
83a;  Reg.  84  (i)  and  (2); 

Liquor  Licensing  Act,  Alta.  1958,  ch.  38  as  am.  (including  1963,  sec.  67. 
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British  Columbia  allows  a parent  or  guardian  to  give  liquor 
to  a minor  in  a private  dwelling  house  for  consumption 
therein  for  beverage  purposes.  (1:L) 

The  Yukon  Territories  provide  for  a similar  provision  as  the 
one  in  British  Columbia.(12) 

It  seems  to  be  the  aim  of  all  these  provincial  jurisdictions 
which  provide  for  specific  exceptions  not  to  invade  the  home 
by  a total  prohibition  for  minors  but  to  create  a kind  of  con- 
trolled consumption  through  and  under  the  supervision  of  the 
parent,  guardian,  or  sometimes  the  spouse  of  such  a minor. 
The  only  further  exceptions  are  made  by  Quebec  and  by  Saskat- 
chewan, where  apparently  other  persons  are  allowed  to  give 
liquor  to  minors  in  a home  or  private  residence.  It  is  interesting 
to  see  how  some  other  jurisdictions  deal  with  the  problem  of 
consumption  of  alcoholic  beverages  by  minors. 

II.  ENGLAND  AND  WALES 

England  and  Wales  deal  under  the  Licensing  Acts,  1953(13) 
to  1961,(14)  with  similar  problems.  However,  the  decisive  age 
is  not  21  but  18,  as  persons  over  18  are  allowed  to  buy  intoxi- 
cating liquor  or  to  consume  it  in  a licensed  place.  A kind  of 
restricted  modification  is  provided  for  minors  between  16  and 
18  by  permitting  them  to  buy  and  consume  beer,  porter,  cider 
or  sherry  in  a restaurant  but  only  in  connection  with  a table 
meal.  The  English  Licensing  Acts  do  not  deal  at  all  with  the 
question  of  the  consumption  of  liquor  by  a minor  at  home  or  in 
a private  residence. 

The  only  provision  which  seems  to  have  some  bearing  on  this 
problem  is  to  be  found  in  The  Children  and  Young  Persons 
Act,(15)  1933,  which  prohibits  giving  any  liquor  to  a child  under 

l'11)  Government  Liquor  Act,  R.S.  B.C.  1960,  ch.  166  as  am.  (including  March, 
1964),  secs.  61,  62,  59  60;  Reg.  5.14(c). 

(12)  Liquor  Ordinance,  Y.T.  Rev.  Ordinances  1958,  ch.  67  as  am.  (including 
19b3,  2nd  session)  secs.  34,  51,  60,  77,  12B  (4)  (5). 

(13)  Licensing  Act,  1953,  (1  & 2 Eliz.  2,  1953,  ch.  46,  secs.  126,  127  (including 
1963). 

(14)  Licensing  Act,  1961,  9 & 10  Eliz.  2,  1961,  ch.  61,  secs.  21,  22,  24  (1)  (includ- 
ing 1963) . 

I15)  The  Children  and  Young  Persons  Act,  1933,  23  Geo.  V,  ch.  12,  sec.  5 

including  1963). 


[39] 


five  except  by  a physician  or  in  case  of  sickness.  There  are 
apparently  no  other  provisions  in  the  English  statutes  which 
deal  with  the  consumption  of  liquor  by  minors  within  the 
home. 

There  is  another  interesting  item  regarding  minors.  Section 
24  (2)  of  the  1961  Licensing  Act,  1961,  ch.  61,  prohibits  the 
sale  of  liqueur  chocolates  to  a person  under  16. 

III.  SWEDEN 

Sweden;  The  only  recent  source  of  information  which  we 
have  found  is  a short  survey  prepared  in  1960  by  the  Swedish 
Temperance  Education  Board. (16)  It  seems  to  follow  from  Page 
14  of  this  publication  that  persons  under  21  are  prohibited  from 
buying  spirits,  wine  and  strong  beer  in  the  shops  of  the  State 
retail  company.  As  far  as  the  consumption  of  strong  drinks  in 
restaurants  is  concerned,  the  above  mentioned  publication  in- 
dicates on  Page  15  that  persons  under  12  may  not  be  served 
strong  drinks. 

IV.  WEST  GERMANY 

West  Germany:  The  consumption  of  hard  liquor  in  a 
restaurant,  etc.,  is  prohibited  for  juveniles  under  18(17),  while 
the  consumption  of  other  alcoholic  beverages  such  as,  for 
example,  beer  or  wine,  in  these  establishments  seems  to  be 
allowed  to  minors  over  16  (c.  17).  For  minors  under  16  the 
consumption  of  “other  alcoholic  beverages”  (beer,  wine,  etc.,) 
in  restaurants,  etc.,  is  prohibited  where  such  minors  are  not 
accompanied  by  a parent  or  guardian.  There  are  apparently 
no  provisions  in  the  West  German  statutes  which  deal  with  the 
consumption  of  alcoholic  beverages  by  minors  in  the  home  or 
at  a private  residence.  Neither  the  Polizeiverordnung  zum 
Schutze  der  Jugend  nor  the  Gaststaettengesetz  are  concerned 
with  the  consumption  of  any  alcoholic  beverages  by  minors  in 

(16)  Centralforbundet  fur  nyklerhetsundervising:  Oenstiernsgatan  11,  Stockholm. 

“The  Alcohol  Question  in  Sweden”. 

(1T)  Dalke  “Strafrecht  und  Strafverfahren”  35  Auflage,  1950,  B II  9,  p.p.  355  foil. 

“Polizeiverordnung  zum  Schutze  der  Jugend  (voin.  10.  6.  1943” — 57;  B III  5 

pp.  384  foil.)  “Gaststaetten  Gesetz  (vom.  28.  4.  1930”  s.  16). 
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the  home  or  private  residences.  These  laws  deal  only  with  restau- 
rants and  other  licensed  places. 

V.  YUGOSLAVIA 

Yugoslavia:  Article  211-A  of  the  Criminal  Code(18)  is  the 
only  statutory  source  available  to  us  which  deals  with  minors. 
Article  211-A  makes  it  an  offence  to  serve  alcoholic  beverages 
to  minors  under  16  in  a hotel,  restaurant,  etc.,  in  a quantity 
which  can  cause  intoxication.  Nothing  could  be  found  which 
would  indicate  any  kind  of  prohibition  regarding  alcohol  con- 
sumption by  minors  in  their  home  or  a private  residence.  — It 
may  be  pointed  out  here  that  a person  of  1 8 becomes  of  age  in 
Yugoslavia. 

VI.  HUNGARY 

Hungary:  Minors  under  16  are  prohibited  from  being  sup- 
plied with  alcoholic  beverages  in  bars,  taverns  and  amusement 
premises. (19)  We  have  not  yet  found  any  material  to  answer  the 
question  whether  there  are  any  restrictions  within  the  home  for 
minors  under  16. 

VII.  POLAND 

Poland:  The  Anti-Alcoholism  Act(20)  deals  with  some  aspects 
of  our  problems.  Pursuant  , to  Article  2,  Par.  2,  it  is  prohibited 
to  sell  or  serve  to  persons  under  18  alcoholic  beverages  with 
more  than  4.5  per  cent  of  alcohol  and  the  consumption  of  such 
a beverage  by  a person  under  18  is  also  prohibited.  It  is  not 
clear  whether  the  home  consumption  of  alcoholic  beverages  by 
minors  under  18  is  entirely  prohibited  or  not,  as  Article  24 
provides  that  any  person  who  leads  a minor  up  to  18  to  take 
to  drinking,  providing  same  with  alcoholic  beverage  or  facilitat- 
ing the  consumption  or  encouraging  him  to  consume  such 
beverage,  shall  be  liable  to  imprisonment  or  detention. 

(18)  The  New  Yugoslav  Law  Number  3-4,  July-December,  1959,  published  by  the 
Union  of  Jurists’  Association  of  Yugoslavia,  Belgrade,  p.  79. 

(18)  Decrees  No.  2 from  1961. 

(20)  Anti-Alcoholism  Act  of  December  19,  1959  (Item  434  of  No.  69,  1959). 
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VIII.  NORWAY 

Norway:  The  information  as  of  June  3,  1964  is  based  on  a 
publication  from  August,  1952.(21)  It  follows  from  page  20 
of  this  publication  that  it  is  forbidden  to  sell  or  serve  spirits  to 
anyone  who  is  obviously  under  21,  and  similarly  the  sale  and 
serving  of  wine  is  forbidden  to  anyone  who  is  obviously 
under  18.  ■ 

(2i)  “Alcohol  Problems  in  Norway”  by  Rolf  Knudsen,  Chief  of  Section,  Ministry 
of  Social  Affairs.  Published  by  The  Ministry  of  Social  Affairs  in  Co-operation 
with  The  Norwegian  Joint  Committee  on  International  Social  Policy,  Oslo, 
August  1952. 

• • • 


The  Adolescent  In  American  Society 

by  Norbert  L.  Kelly,  Ph.D* 

IN  discussing  the  adolescent,  I would  like  to  emphasize  that 
basically,  we  will  be  dealing  with  problems  of  socialization. 
Socialization  refers  to  the  processes  by  which  an  individual 
learns  the  culture  of  a specific  society  or  social  group  in  order 
that  he  may  function  adequately  within  it.  We  must,  therefore, 
turn  our  attention  to  the  attitudes,  the  values,  behavior  patterns, 
standards  of  right  and  wrong,  and  expectations  that  con- 
temporary America  practices  and  presents  to  its  youth  as  a 
model  for  emulation. 

Youth,  we  must  remember,  does  not  create  society.  Society 
precedes  the  child.  It  is  in  existence  when  he  is  born  into  it. 

Let  us  look  briefly  at  this  American  society  into  which  the 
neophyte  arrives  and  whose  culture  he  must  learn. 

Conflict  of  Values 

Today,  we  are  a highly  urbanized  society  with  more  than 
two-thirds  of  our  population  living  in  towns  and  cities.  We  are 


* Dr.  Kelly  is  Associate  Director  of  the  Alcoholic  Rehabilitation  Program, 
North  Carolina  Department  of  Mental  Health.  This  article  was  originally 
published  in  INVENTORY,  January-February,  1964. 
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an  industrial  and  mechanical  culture.  We  are  a nation  on  the 
move,  physical  and  social  mobility  increasingly  characterizing 
our  citizenry.  Our  world  has  become  noted  for  its  rapid  social 
change.  We  now  live  in  a society  where  interpersonal  relation- 
ships are  increasingly  impersonal  and  fragmentary,  where 
neighbors  may  not  know  each  other,  where  expectations  and 
the  limits  of  acceptable  behavior  frequently  are  unclear. 

Competitive  pressures  for  all,  including  youth,  apparently 
are  greater  than  ever  before.  We,  and  our  children,  seemingly 
live  in  an  age  of  American  society  when  the  real  is  not  always 
the  ideal.  Many  talk  one  value  system  and  act  another.  No 
wonder  youth  seems  to  bewilder  and  confuse  us  at  times.  This 
is  the  very  model  we  are  presenting  to  them. 

Apparently,  we  adults  have  no  consensus  concerning  the 
role-behavior  we  expect  of  our  youth.  Thus,  we  not  only  present 
them  with  differing  and  conflicting  models,  but  the  various 
socializing  agencies  also  suggest  differing  and  conflicting 
expectations. 

How  integrated,  we  might  ask,  are  the  expectations  presented 
to  the  adolescent  by  the  family,  on  the  one  hand,  and  the  school 
and  church  on  the  other?  In  our  society,  the  principal  socializing 
agencies  are  the  family,  the  peer  group,  the  school,  and  perhaps, 
the  mass  media.  The  maturing  child  learns  his  group’s  culture 
largely  in  interaction  with  the  significant  “others”  in  his  life. 
Some  things  he  learns  by  direct  teaching,  or  formal  socialization, 
others  he  learns  informally  by  observation  of  models.  Regardless 
of  what  or  how  a cultural  item  is  learned,  in  order  for  it  to  be 
incorporated  into  the  personality  it  must  be  rewarding  in  some 
sense.  Adolescents  just  don’t  do  things.  Things  are  done  because 
they  are  gratifying  or  they  lead  to  gratification.  If  they  are  not 
gratifying,  they  may  be  enacted  to  obviate  guilt  or  shame.  In 
any  case,  behavior  is  reward-oriented  in  some  way.  Frequently, 
the  reward  is  a larger  measure  of  self-approval  gained  by  way 
of  the  approval  of  others  for  the  action  undertaken. 

In  recent  years  we  have  recognized  in  American  society, 
especially  in  our  middle  socio-economic  classes,  a tendency 
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toward  delayed  reward  in  some  areas  of  behavior.  Students  of 
adolescence  report  that  a “delayed  gratification  pattern”  is  held 
out  to  our  youth  and  is  being  approximated.  In  return  for  future 
wealth,  position,  and  influence,  the  middle  class  adolescent 
tends  to  avoid,  for  the  present,  sexual  and  other  behaviors  which 
would  be  immediately  rewarding  and  pleasurable.  Does  this 
avoidance  include  the  area  of  drinking  behavior?  The  human 
being,  even  the  young  one,  cannot  be  understood  by  a single 
motivation  or  type  of  behavior. 

Define  Adolescence 

Much  of  the  difficulty  in  understanding  the  adolescent  comes 
from  the  fact  he  is  grown  up.  This  conflict  may  be  seen  in  the 
very  definitions  of  adolescence.  Webster  defines  the  term  as 
follows:  “Adolescence  — the  state  or  process  of  growing  up 
from  childhood  to  manhood  or  womanhood;  youth,  or  the 
period  of  life  between  puberty  and  maturity.”  The  term  adolescent 
is  defined  as  “growing  from  childhood  to  maturity.”  It  comes 
from  the  Latin  adolescere,  which  means  to  grow  up.  The  word 
puberty,  on  the  other  hand,  is  defined  as  “The  state  or  quality 
of  being  first  capable  of  begetting  or  bearing  offspring;  the 
period  at  which  sexual  maturity  is  reached.”  Puberty  comes 
from  the  Latin  word  pubertas.  It  means  adult. 

In  a sense,  then,  here’s  another  basis  for  understanding  some 
teen-age  behavior:  they  are  adults  who  are  still  in  the  process 
of  “growing  up.” 

Several  centuries  ago  Shakespeare  gave  us  a clue  for  further 
understanding  human  behavior.  He  reminded  the  Elizabethan 
world  of  man’s  stage-like  journey  through  life.  “All  the  world’s 
a stage,”  he  wrote,  “and  each  man  in  his  time  plays  many  parts, 
his  acts  being  seven  ages.” 

Today,  we  accept  a version  of  this  developmental  approach 
to  human  behavior  and  add  to  it.  Not  only  does  the  human 
progress  through  life  in  a series  of  stages,  or  states,  but  he  is 
also  influenced  at  each  stage  by  a number  of  variables  from 
which  he  cannot  escape.  The  condition  of  his  physical-being, 
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for  example,  may  be  of  great  importance  for  the  behavior  he 
emits.  For  the  adolescent  this  variable  may  be  of  prime  import- 
ance. The  society  in  which  the  adolescent  lives  and  develops 
may  vitally  influence  his  activity.  The  values,  customs,  and 
attitudes  of  a given  culture  or  subculture  become  a part  of  the 
personality  and  help  to  direct  behavior.  The  unique  experiences 
each  has  play  a significant  part  in  what  each  adolescent  be- 
comes, how  he  approaches  life,  what  satisfactions  or  frustrations, 
fulfillments  or  anxieties  he  develops. 

His  emotional  needs  are  still  another  significant  aspect  we 
must  understand  if  we  are  going  to  comprehend  his  behavior. 
In  a sense,  these  needs  are  of  great  significance  for  they  operate 
as  prime  motivators  and  are  intermixed  with  the  experimental, 
the  cultural,  and  the  physical  components  of  behavior.  The 
teener’s  emotional  needs  are  related  also  to  his  group  affiliations 
and  the  numerous  roles  he  plays  in  this  particular  stage  of 
development.  To  understand  this  complex  young  animal,  we 
must  view  him  in  many  guises:  we  must  see  him  as  a son,  or 
daughter,  as  a sibling,  friend,  student,  dater,  worker,  athlete, 
and  in  some  cases  as  a delinquent.  His  roles  might  include  also 
that  of  club  or  clique  member,  citizen,  leader  or  follower,  class 
officer,  or  church  member. 

One  more  preliminary  point  — when  I use  the  word  “adoles- 
cent”, or  “teen-ager”  or  “youth”,  I do  so  realizing  that  no  two 
young  people  are  exactly  alike.  No  two  have  identical  needs 
or  experiences.  Yet  many  have  common  traits  and  exhibit  similar 
behaviors.  To  a real  extent,  then,  when  we  use  the  terms  men- 
tioned we  are  talking  in  modalities  or  averages.  Youth  has  its 
individuality  as  well  as  its  conformity. 

My  admonition  to  remember  that  the  teen-ager  is  an  indivi- 
dual as  well  as  a member  of  an  age  classification  is  apt,  I believe, 
especially  when  you  come  across  articles  or  books  which  sum 
up  adolescents  as  the  following  two  do:  one  writer  describes 
adolescents  as  self-satified,  unambitious,  bland,  secure,  and  cauti- 
ous. Another  depicts  teen-agers  as  confused,  dependent,  afraid, 
seeking  independence.  Certainly  all  of  these  adjectives  do  not 
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pertain  to  all  youth.  Yet,  I’m  sure  that  some  of  these  traits  are 
manifested  by  some  teen-agers,  perhaps  many. 

One  Learns  Adulthood 

Who  is  the  adolescent,  anyway?  Previously,  I used  the  phrase 
“age  classification”.  This  introduces  another  area  of  confusion. 
Some  authorities  say  adolescence  begins  around  the  age  of  1 1 or 
12  and  runs  through  college.  Obviously,  you  can’t  generalize 
about  behavior  over  this  wide  age-span.  Some  have  delimited 
discussion  by  dividing  youth  into  two  sections  and  talking  about 
early  and  late  adolescence.  This  helps  somewhat.  But  there  is 
still  another  obstacle  to  clarity.  There  are  boys  and  there  are 
girls.  Their  attitudes,  values,  and  customs  are  not  always  the 
same.  The  necessity  to  see  the  adolescent  as  an  individual  which 
I emphasized  earlier,  is  essential  in  understanding  his  physical 
development  during  this  period.  While  there  are  approximate 
averages  in  growth  and  development,  each  young  person  matures 
at  his  own  pace.  Some  are  early  growers,  some  are  late  devel- 
opers. Girls  tend  to  spurt  ahead  of  boys  in  weight  and  height 
during  early  adolescence.  On  an  average  they  arrive  at  puberty 
between  the  ages  of  12  and  14.  A few  have  their  first  menstrual 
period  as  early  as  nine  or  ten.  Almost  all  are  menstruating  by 
16.  For  boys,  the  passage  into  adolescence  is  not  marked  so 
dramatically.  The  appearance  of  pubic  hair  is  the  signal  that 
puberty  has  arrived.  Most  boys  reach  this  stage  between  14  and 
15. 

For  both  boys  and  girls  the  rapid  uneven  growth  that  occurs 
during  adolescence  may  be  the  basis  out  of  which  psychological 
problems  may  develop.  Shame  and  embarrassment  may  occur 
because  feet  seem  large,  ears  outstanding,  Adam’s  apple  too 
prominent.  A youngster  may  be  painfully  aware  of  a big  nose. 
Being  too  tall  or  too  plump  is  especially  disturbing  to  girls. 
Some  boys,  conversely,  find  it  hard  to  understand  why  they 
are  not  as  big  as  their  peers  or  as  muscular.  Feelings  of  inferior- 
ity may  develop.  Some  adolescents,  of  course,  attempt  to  com- 
pensate by  deviance  for  the  inferiority  and  unhappiness  they 
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feel.  Is  this  something  we  should  consider  as  we  talk  about 
alcohol  education  with  youth? 

Understanding  and  accepting  one’s  changing  body  and 
learning  to  care  for  it  is  one  of  the  principal  developmental 
tasks  of  adolescence.  Other  important  tasks  in  this  period  of 
growth  include  achieving  independence  from  the  family  and 
establishing  a satisfying  masculine  or  feminine  identity.  The 
adolescent  is  growing  toward  maturity.  There  will  come  a time 
when  he  will  have  to  leave  childhood  behind  and  enter  the 
world  of  adult  responsibility.  But  this  is  a process  that  does 
not  happen  overnight.  One  learns  adulthood. 

For  many  young  people,  learning  to  be  adult  is  not  easy. 
Striving  for  independence  in  one’s  behavior,  seeking  to  escape 
parental  controls,  wanting  to  grow  up,  in  other  words,  may 
elicit  adolescent  actions  that  are  easily  misunderstood  by  one’s 
family.  Parental  control  efforts  may  be  re-asserted  and,  unwit- 
tingly, the  drive  toward  independence  and  self-sufficiency  may 
be  hampered  or  even  thwarted.  This  is  especially  true  of  early 
adolescence,  the  years  roughly  from  12  to  14.  The  early 
adolescent  may  be  a fairly  constant  irritant  to  his  parents. 
Seemingly,  he  vacillates  between  being  greatly  resistive  and  very 
compliant.  He  frequently  is  a creature  of  extremes.  He  may  be 
erratic.  He  is  also  fighting  hard  to  emancipate  himself.  The 
more  his  parents  resist  his  efforts  toward  independence,  the 
harder  he  fights  for  it.  During  early  adolescence,  insolence, 
impudence,  carelessness,  silliness,  disrespect,  and  boisterousness 
are  behaviors  to  be  expected.  Extreme  dress,  emotional  out- 
bursts, poor  table  manners,  nail-biting,  and  tics  are  also  common 
manifestations  of  the  search  for  adulthood  and  emancipation 
from  parental  control.  His  room  is  usually  a jungle  of  disorder. 
Sprawling  on  its  floor,  amidst  a vast  disarray  of  clothes,  books, 
games,  shoes,  comics,  and  sundry  other  tangled  articles,  the 
early  adolescent  seems  to  be  issuing  his  own  private  declaration 
of  independence. 

For  the  average  parent,  much  of  this  behavior  is  hard  to 
understand  and  a lot  of  it  is  frustrating.  Conflict  between 
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parents  and  child  may  easily  develop.  Insight,  patience,  and 
humor  definitely  seem  to  be  in  order  for  the  parents  of  an 
early  adolescent.  The  older  adolescent  has  begun  to  achieve 
more  independence.  While  conflict  areas  may  still  exist,  especi- 
ally over  money  matters,  dating,  and  the  family  car,  youth  in 
the  15-year  and  older  category  tend  to  be  more  accepting  of 
their  parents.  They  have  grown  to  the  point  where  they  have 
started  thinking  about  other  peoples’  needs  and  feelings.  They 
are  less  egocentric. 

Peer  Groups  vs  Parents 

Some  rather  limited  studies  of  adolescence  give  the  impres- 
sion that  American  youth  live  in  a social  world  all  of  their 
own,  rather  completely  cut  off  from  adult  culture  and  relativelv 
isolated  from  their  families.  Such  studies  overemphasize,  perhaps, 
the  teen-agers’  involvement  in  peer  groups  and  the  supreme 
importance  of  these  groups  in  directing  and  motivating  adoles- 
cent behavior.  Unquestionably,  the  peer  group  is  highly  signi- 
ficant. But  independent  research  on  both  adolescent  boys  and 
girls  reveals  that  the  family  is  still  a very  important  influence 
in  their  lives.  In  one  nation-wide  study  of  a large  sample  of 
14  to  16  year  old  boys,  the  authors  concluded,  “We  have  seen 
that  boys  are  far  from  independent  of  family  ties.  In  fact,  to  a 
very  large  extent  their  strivings  and  aspirations,  concerns  and 
satisfactions  are  parent-centered.  They  are  more  attentive  to 
parental  attitudes  and  more  dependent  on  parental  regulations 
than  is  commonly  assumed.”  In  the  same  vein,  they  write: 

. . few  boys  value  the  opinions  of  peers  compared  to  parents.” 

In  another  national  study,  nearly  three-quarters  of  the 
adolescents  sampled  specified  that  they  would  turn  to  tneir 
parents  first  when  they  needed  advice.  To  keep  the  record 
straight,  however,  less  than  half  of  the  sample  discussed  all 
serious  problems  with  their  parents. 

A third  study,  this  time  of  adolescent  girls  between  the 
ages  of  11  and  18,  revealed  that  the  person  chosen  most  often 
as  the  ideal  woman  from  whom  to  learn  appropriate  behavior 
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was  mother.  The  second  most  popular  female  model  was  the 
school  teacher.  This  same  research  showed  that  91  per  cent 
of  the  girls  sampled  share  leisure-time  activities  with  their 
families  and  only  five  per  cent  believed  that  all  girls  could  get 
along  on  their  own  without  parental  authority.  This  latter  point 
would  seem  to  indicate  a healthy  respect  for  the  security  and 
guidance  of  the  family. 

On  the  other  hand,  we  must  point  out  that  many  people 
report  that  their  parents  are  not  infrequently  a source  of 
embarrassment  to  them.  Adolescents  dislike  it  very  much  when 
their  parents  talk  about  them  in  front  of  other  adults.  They 
complain  of  parents  being  overly  effusive  with  their  friends. 
They  are  very  critical  of  parents  who  don’t  act  their  age. 

In  the  study  of  adolescent  girls  mentioned  previously,  it 
was  found  that  many  parents  have  clear-cut  expectations  of  their 
teen-agers.  They  expect  them  to  show  proper  manners  in  terms 
of  politeness,  neatness,  and  lady-like  language.  They  want  them 
to  ^e  skilled  in  interpersonal  relationships,  to  know  how  to  get 
along  with  people.  And  they  expect  them  to  respect  the  authority 
of  parents  and  elders.  The  importance  of  adhering  to  conven- 
tional morality  is  stressed.  But  only  about  one  per  cent  of  the 
entire  sample  reported  that  their  parents  emphasized  that  they 
should  not  drink  alcoholic  beverages.  No  doubt  this  is  a point  we 
should  keep  in  mind  in  our  discussions  on  alcohol  education. 

I have  just  stressed  that  many  parents  define  certain  standards 
or  expectations  for  their  adolescents.  Many  adolescents  see  these 
and  other  efforts  at  control  as  being  overly  restrictive.  Perhaps 
the  most  common  complaint  of  youth,  as  revealed  in  numerous 
research  projects,  is  that  their  parents  too  frequently  treat  them 
as  children.  They  want  their  parents  to  be  less  restrictive 
Believing  themselves  to  be  far  more  adult  than  they  are  given 
credit  for,  they  resent  the  attitudes  of  unquestioned  authority 
that  many  parents  assume  toward  them.  These  feelings  are 
shared  by  more  than  three-quarters  of  American  adolescents. 
Conversely,  teen-agers  desire  more  intimate,  personalized  com- 
munication with  their  parents.  They  ask  for  more  parental 
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counsel.  They  would  like  their  parents  closer  to  them,  especially 
older  adolescents. 

Emergence  of  Social  Awareness 

During  pre-adolescence  most  young  people  confine  their 
social  relations  largely  to  their  own  sex.  Beginning  around  the 
age  of  14,  this  pattern  begins  to  change.  Youth  interests  begin 
to  include  relationships  with  the  opposite  sex.  No  doubt  this 
change  is  partially  motivated  by  an  increasing  sex  drive  and 
partially  by  cultural  expectation  that  the  time  has  come  to  learn 
to  relate  socially  to  members  of  the  other  sex.  It  is  becoming 
apparent  that  an  additional  stimulus  to  heterosexual  relations, 
and  at  an  earlier  age,  may  be  at  work.  Some  parents  seemingly 
are  pushing  their  youngsters  into  earlier  opposite-sex  contacts 
by  creating  social  situations  that  require  participation  by  both 
boys  and  girls.  Most  frequently,  some  believe,  this  results  from 
the  concern  of  mothers  about  the  popularity  of  their  daughters. 

For  many  adolescents  these  new  relations  create  new  pro- 
blems. How  far  should  one  go  in  love  relations?  When  is  it 
all  right  to  neck?  To  pet?  Now  that  I’m  old  enough  to  date,  why 
can’t  I stay  out  later?  New  problems  of  how  much  make-up 
the  girl  should  wear,  why  the  boy  can’t  have  a car  of  his  own, 
arise.  Conflicts  with  parents  over  whom  one  dates  are  fairly 
frequent.  Girls  worry  over  getting  dates,  for  dating  is  prestigeful 
behavior.  Research  shows  that  age  14  appears  to  be  the  pivotal 
year  in  boy-girl  relations.  Below  this  age  four-fifths  of  American 
youth  do  not  date  formally. 

Much  has  been  written  in  recent  years  about  adolescent 
“going  steady.”  Some  alarm  has  been  voiced  about  this  supposed 
custom  and  many  writers  have  attempted  to  explain  its  existence. 
But  objective  research  does  not  bear  out  the  existence  in  any 
great  degree  of  this  social  pattern.  Apparently,  only  about  20 
per  cent  of  American  youth  “go  steady,”  the  practice  ocing 
most  widespread  among  high  school  seniors.  Adolescent  girls, 
in  general,  appear  to  be  quite  critical  of  the  idea  of  “going 
steady.”  And,  interestingly,  this  negative  feeling  is  most  pre- 


[50] 


valent  among  those  in  the  upper  years  of  high  school  where 
three-fifths  view  the  practice  negatively.  Though  they  may  not 
go  steady,  the  typical  teen-ager  wants  to  be  with  the  opposite 
sex.  They  report  this  need  themselves  in  a recent  study.  They 
want  the  company  of  the  opposite  sex;  they  want  dates. 

The  standard  of  morality  on  dates,  the  American  girl  feels 
to  be  her  responsibility.  Considering  the  lack  of  consensus  in 
our  society  as  to  what  constitutes  permissible  heterosexual  be- 
havior, we  should  expect  a wide  variance  in  adolescent  sexual 
practices.  Students  of  the  subject  find  this  to  be  true.  They  find 
also,  however,  that  adolescent  sexual  codes  tend  to  be  more 
conservative  than  are  those  of  their  elders.  On  the  whole,  it 
would  appear  that  the  fairly  widespread  belief  in  the  sexual 
irresponsibility  and  extremism  of  youth  is  not  borne  out. 

Seek  Social  Status 

Among  adults  in  our  society  there  appears  to  be  a general 
tendency  to  seek  social  recognition.  Seemingly,  we  want  to  be 
looked  up  to,  to  be  well  thought  of  by  our  peers.  In  short,  we 
desire  to  be  important.  This  need  for  prestige  is  prevalent  also 
among  adolescents.  In  fact,  activity  toward  gaining  social  status 
constitutes  a principal  form  of  behavior  in  what  some  refer  to 
as  the  social  system  of  the  high  school.  Some  believe  that  prestige 
and  status  are  more  important  goals  to  the  teen-ager  than  is 
academic  learning. 

In  the  hierarchy  of  activities  that  confer  high  social  status, 
informal  as  well  as  formal  organizations  are  very  important. 
For  example,  one  must  be  a member  in  good  standing  in  the 
right  clique.  In  order  to  remain  in  good  standing,  the  youngster 
must  abide  by  the  rules  of  behavior  expected  of  clique  members: 
to  dress  as  the  clique  dictates,  meet  the  academic  standards  it 
sets,  come  from  the  right  social  class,  and  abide  by  its  moral 
code.  The  status-seeking  adolescent  must  also  participate  in  the 
school’s  formally  sponsored  extra-curricular  activites.  The 
“knowing”  teen-ager,  however,  becomes  aware  of  those  activities 
that  will  promote  his  cause  and  participates  only  in  the  most 
prestige-laden. 
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We  must  not  jump  to  the  conclusion,  however,  that  the 
desire  for  academic  achievement  is  entirely  lacking.  It  is  present 
— but  for  most  students  good  grades  are  but  another  means  to 
high  social  status  which  the  poor  student  cannot  achieve.  Perhaps 
this  is  one  of  the  reasons  that  cheating  is  so  prevalent  in  our 
schools.  In  a recent  nationwide  study  adolescents  reported  wide- 
spread cheating  in  both  high  school  and  college.  Ironically,  , 
these  same  young  people  stated  that  their  school  work  is  too 
easy.  In  fact,  88  per  cent  said  they  could  do  more  work  and 
45  per  cent  reported  they  could  do  much  more.  Apparently 
they  would  like  to  be  forced  to  take  more  history,  philosophy, 
languages,  math,  and  science. 
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One  wonders  about  the  genuineness  of  such  statements,  how-  [ai 
ever.  Would  a more  complete  and  difficult  curriculum  motivate  lot 
academic  achievement  as  a goal  in  itself?  Or  simply  provide 
additional  subjects  and  teachers  to  be  manipulated  on  the  road  |k: 
to  status?  Some  investigators  maintain  that  the  “wise”  teener,  lb 
actively  seeking  high  social  position,  quickly  learns  “how  to  get  Jo 
the  grade,”  “what  the  teacher  expects.”  It  might  be  well  for  the 
educational  administrator  to  check  academic  motivations  before 
instituting  too  many  innovations.  In  another  large-scale  study  |c 
of  adolescents,  nearly  55  per  cent  expressed  the  wish  that  they 
could  be  more  interested  in  their  studies.  i 


School  Dropouts  Alarming 


Moreover,  before  changing  the  present  academic  system, 
we  might  well  see  what  can  be  done  about  maintaining  the 
student  population  in  school.  For  a society  that  looks  to  educa- 
tion as  a principal  means  of  national  security  and  vertical  social 
mobility,  we  permit  a very  high  school  dropout  rate.  There  is 
a good  deal  of  evidence  that  one’s  educational  chances  are 
closely  linked  with  the  socio-economic  status  of  one’s  parents. 
Adolescents  coming  from  lower-class  homes  have  tremendous 
obstacles  to  overcome.  They  appear  to  be  highly  disadvantaged 
not  only  in  achieving  rank  in  the  school  prestige  system  and 
participating  rewardingly  in  school  social  activities,  but  actually 
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in  remaining  in  school  at  all.  The  school  dropout  would  appear 
to  present  a particularized  problem  for  those  interested  in 
alcohol  education.  How  do  you  reach  him  extramurally? 

Religion  Without  Participation 

There  is  an  anomaly  in  the  widespread  cheating  in  school 
reported  by  adolescents  and  the  large  number  of  youth  who 
profess  a sincere  belief  in  religion.  Yet  a number  of  studies  in 
the  last  several  years  has  underscored  the  religious  acceptance 
of  American  youth.  This  research  has  shown  that  anywhere 
from  two-thirds  to  three-fourths  of  our  teen-agers  respond  that 
they  have  firm  religious  beliefs.  That  some  of  our  teen-agers 
are  devoutly  religious  and  religion  plays  an  important  role  in 
ordering  their  lives  is  undoubtedly  true.  That  it  is  significant 
?a  the  large  number  indicated  may  be  questionable.  As  we  all 
know,  religion  is  very  popular  in  America  today.  Church  mem- 
bership and  church  attendance  are  higher  than  ever  before  in 
our  history.  Religious  profession  and  behavior  are  socially 
acceptable  behaviors.  Yet  many  religious  leaders  and  other 
students  are  skeptical  of  this  heightened  religious  activity.  Their 
concern  was  borne  out  in  a recent  nationwide  study  which 
revealed  that  over  50  per  cent  of  our  population  could  not 
name  even  one  of  the  first  four  gospels.  Studies  of  the  religiosity 
of  college  students  reveal  a marked  difference  between  professed 
belief  and  actual  belief.  One  wonders  if  many  teen-agers  are 
simply  for  religion,  without  actually  being  very  religious? 

While  our  youth  unhesitatingly  endorse  religion,  even  more 
strongly  they  want  no  part  of  politics.  The  average  teen-ager 
sees  political  acitivity  as  a dirty  game,  run  by  unscrupulous, 
selfish  insiders.  He  wants  no  part  of  it.  Nor  is  American  youth 
interested  in  social  reform  coming  through  his  participation. 
He’ll  reform  himself,  he  tells  us;  he’ll  help  improve  the  world 
through  self-improvement.  Let  others  attempt  to  bring  about  the 
needed  modifications  in  world  society. 

On  the  other  hand,  our  young  people  are  not  the  out  and  out 
political  conservatives  they  have  been  tagged  in  recent  years. 
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The  most  prominent  and  ultra-conservative  with  presidential 
hopes  attracts  only  a small  fraction  of  our  youth.  At  the  same 
time,  they  seem  ill-prepared  to  function  effectively  in  a political 
democracy  when  their  time  comes : studies  reveal  that  they  have 
very  little  knowledge  of  world  affairs  and  know  very  little  about 
our  economic  system.  In  all  these  deficiencies,  however,  they 
are  simply  a youthful  reflection  of  the  larger  American  culture. 

Life  Expectations 

What  do  our  teen-agers  expect  out  of  life?  From  their 
responses,  their  goals  are  much  more  limited  than  you  would 
think.  Principally,  they  want  “happiness”.  This  they  believe  to 
be  comprised  of  marriage,  family  and  home.  Very,  very  few 
are  interested  in  becoming  famous;  only  a fraction  desire  to 
be  of  service  to  humanity.  Occupationally,  they  want  no  part 
of  the  ministry,  mission  work,  or  social  work.  While  they 
expect  to  work  harder  for  their  goals  than  their  parents,  they 
want  to  work  for  someone  else,  in  particular,  large  corporations, 
not  themselves.  Business  employment  appears  to  be  the  number 
one  choice  for  boys.  Girls,  despite  the  modern  trend  toward 
work  outside  the  home,  plan  on  being  housewives. 

To  achieve  their  life  and  work  goals,  the  adolescent  sees 
a college  education  as  imperative. 

Yet  some  observers  believe  that  the  dominant  note  today 
in  American  teen-agers’  behavior  is  having  fun.  Sports,  play,  and 
social  activity  appear  to  be  their  primary  interests.  They  have 
become  a tremendous  commercial  market  for  clothes,  records, 
cosmetics,  and  the  movies.  They  have  their  own  magazines. 
They  swim,  they  skate,  they  waterski,  they  dance.  They’re  on 
the  move  — playing  and  having  fun.  To  some,  this  may  seem 
to  be  irresponsible  behavior.  To  others,  perhaps,  more  astute 
observers  of  American  culture,  our  adolescents  may  be  pointing 
the  way  to  the  future.  Given  the  direction  that  cultural  change 
is  taking  in  our  society,  especially  the  headlong  rush  of  auto- 
mation, perhaps  our  youth  are  emphasizing  the  right  values 
when  they  tend  to  organize  their  lives  around  play  and  social 
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activity.  It  is  possible  as  industrialization  and  automation  change 
the  nature  and  quantity  of  work  needed  in  our  economic  system, 
that  adult  behavior  will  become  organized  around  leisure-time 
activities  instead  of  around  work  activity  as  it  is  now.  In  this 
sense,  adolescent  fun  values  may  be  adult  values  of  the  future. 
Maybe  we’d  better  start  learning  from  our  young. 

But  a final  question  might  be:  what  does  a heightened  and 
continued  emphasis  on  fun  value  portend  for  alcohol  use  and 
alcohol  education?  ■ 


Next  Summer  Course 

The  4th  Annual  Summer  Course  on  Alcohol  and  Problems 
of  Addiction  will  be  held  in  Ottawa  June  13  to  June  25,  1965. 

The  course  will  be  sponsored  by  the  Faculty  of  Law  of  the 
University  of  Ottawa  and  the  School  of  Public  Administration, 
Carleton  University. 

This  course  is  organized  by  the  Alcoholism  and  Drug 
Addiction  Research  Foundation  in  co-operation  with  universities 
in  Ontario.  Previous  courses  have  been  held  at  the  University 
of  Toronto,  Queen’s  University  and  the  University  of  Western 
Ontario. 

Internationally  known  authorities  present  the  most  up-to-date 
information  on  the  recognition,  treatment,  and  prevention  of 
alcoholism  and  other  addictions  for  those  who  in  their  profes- 
sional work  encounter  alcohol-related  problems.  The  course 
has  attracted  general  physicians,  psychiatrists,  social  workers, 
clergy,  nurses,  probation  and  law  enforcement  officers,  health 
educators,  and  industrial  and  business  management  personnel. 

Further  information  may  be  obtained  from 

Course  Director 
Addiction  Research  Foundation 
24  Harbord  Street 
Toronto  5,  Ontario 
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THE  past  year  has  been  a sad  and  costly  one  in  the 
world  of  alcoholism  research  and  education.  Through 
untimely  death  we  have  lost  the  deans  of  both  fields  — 
Dr.  E.  M.  Jellinek  and  Professor  Raymond  G.  McCarthy. 
(Dr.  Jellinek  died  at  his  desk  at  Stanford  University  in 
California  last  October;  and  just  eight  months  later  Pro- 
fessor McCarthy  succumbed  to  illness  at  Rutgers  Univer- 
sity in  New  Jersey.)  They  were  unique  individuals  of  vast 
knowledge  and  experience,  and  the  gap  they  leave  simply 
cannot  be  filled. 

For  years,  Ray  McCarthy  had  been  a moving  spirit 
behind  alcohol  education  developments  throughout  the 
United  States,  as  well  as  one  of  the  mainstays  of  the 
Rutgers  Center  of  Alcohol  Studies  (originally  the  Yale 
Center).  Here  in  Canada,  he  was  a periodic  visitor  to  the 
Addiction  Research  Foundation  in  Toronto  as  well  as  to 
other  provincial  organizations;  and  he  was  a frequent 
consultant  by  letter  and  by  telephone  on  a multitude  of 
alcoholism-related  matters.  Ray  always  gave  wise  and 
constructive  advice  when  asked;  and  over  the  pioneering 
years  virtually  every  program  across  this  continent  sought 
his  counsel. 

Fortunately  both  Ray  McCarthy  and  aBunky?f  Jellinek 
were  prolific  writers  and  lecturers,  so  much  of  their 
wisdom  remains  in  tangible  form  to  guide  our  thinking. 
But  both  were  men  with  an  eye  to  the  future  and  both 
realized  clearly  that  time  does  not  stand  still.  Both  would 
have  been  exceedingly  unhappy  had  they  thought  there 
was  any  danger  that  the  work  they  began  and  carried  on 
so  energetically  would  stop,  become  static,  and  cease  to 
grow  after  their  departure.  They  were  men  of  vision  with 
faith  in  the  future,  as  the  very  nature  of  their  work 
testifies. 

— R.R.R. 
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phrase  “unreached  youth " is  one  of  the  current  crop  of 

cliches  in  the  vocabulary  of  the  socially  conscious . 

What  does  it  mean? 

It  is  not  enough  to  say  that  the  “unreached  youth " are  those 
young  people  beyond  arm's  lengthy  those  just  beyond  earshotf  just 
out  of  sight . The  question  that  such  a definition  fails  to  answer 
is  the  all-important  one:  who  has  moved  away  from  whom? 

It  is  not  the  whole  answer  to  assume  that  the  young  are  growing 
up  and  away  from  their  parents'  generation.  The  older  generation 
is  not  standing  still  either  ( nor  necessarily  moving  ahead).  It  is  too 
easy  simply  to  place  the  blame  where  the  greater  evidence  of 
movement  is  found. 

Careful  reading  of  the  papers  in  this  issue  of  ADDICTIONS 
will  reveal  that  all  is  not  right  with  the  adult  world  — the  world 
in  which  young  people  (“unreached"  or  otherwise ) are  confronted 
by  bewildering  conflicts  in  values. 

There  is  a key  phrase  in  the  article  by  David  Grieveson  which 
begins  on  page  11,  He  is  referring  to  the  early  family  history  of 
patients  with  so-called  “character  disorders' \ and  describes  their 
parental  home  as  one  “where  solicitude  and  love  were  lacking 
during  the  formation  of  conscience Maybe  we  would  all  make 
out  better  in  this  world  if  we  paid  more  attention  to  the  conditions 
prevailing  during  the  formation  of  conscience . 

Perhaps  it  is  conscience  that  can  extend  the  reach  to  youth  and 
of  youth. 


—R.R.R, 
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Let  Us  Listen  to  Youth 

by  Main  Macdonald,  M.A.* 

UT  it’s  so  different  at  our  house  — you  see,  my  Dad 

O drinks.” 

How  often  the  high  school  counsellor  hears  a student  preface  a 
description  of  his  problems  with  this  painful  admission!  And,  once 
the  youngster  has  taken  the  initial  step  and  shared  his  burdensome 
secret  with  an  understanding  counsellor,  the  story  begins  to  unfold 
of  yet  another  home  afflicted  by  alcoholism. 

The  effects  of  this  disease  on  the  children  in  a family  may  be 
observed  from  earliest  childhood,  and  the  scars  on  the  developing 
personality  of  the  child  are  deep  and  often  permanent. 

“Doesn’t  Daddy  love  us  any  more?”  asks  a six-year-old  girl 
when  father’s  frequent  absences  become  more  prolonged.  By  the 
time  she  is  in  her  early  teens,  and  in  high  school,  she  understands 
all  too  well,  and  doesn’t  question  in  the  same  way. 

“I  never  take  my  friends  home  — not  since  my  mother  began 
drinking  — you  just  don’t  know  what  you’ll  find  going  on”  — the 
speaker,  a 15-year-old  boy  who  now  “hangs  around  the  plaza  — 
there  is  nowhere  else  to  go.” 

“There  is  never  any  peace  at  our  place  — no  place  to  study  or 
read  quietly” — the  explanation  of  a 17-year-old  for  his  lethargy  in 
classes  and  underachievement  on  exams. 

“Don’t  they  see  what’s  happening  to  our  family?  We  used  to  be 
happy  together — mow  we’re  breaking  apart  — but  they  just  won’t 
listen  when  we  try  to  explain.” 

“Kids  aren’t  as  bad  as  people  think — in  some  families  things 
are  pretty  tough  when  the  father  drinks  and  the  mother  is  always 
shouting  and  nagging.” 

These,  and  so  many  other  young  people  are  the  innocent  victims 
of  home  conditions  over  which  they  have  little  control.  Often  their 
parents  are  too  busy,  too  exhausted  or  too  preoccupied  to  sit  down 
and  listen  to  their  own  children.  If  they  only  realized  the  tragic 
results  that  are  occurring  in  these  young  lives,  surely  they  would 
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find  the  determination  and  strength  to  improve  the  situation.  But  in 
many  instances  there  is  almost  no  real  communication  between  the 
adults  and  adolescents,  and  so  the  young  people,  rejected  and 
frustrated,  seek  compensation  outside  their  homes. 

Those  “Discipline  Problems” 

These  are  the  youngsters  who  arrive  at  school  tense  and  nervous 
after  disturbed  nights  and  early  morning  arguments;  who  have  not 
done  their  homework,  are  rude  and  defensive  when  questioned  and 
soon  become  known  as  “discipline  problems”.  They  are  the  ones 
who  may  be  shy  about  making  friends,  who  hesitate  to  join  in 
extra-curricular  activities  and  often  become  lonely  isolates. 

Some  students  react  by  losing  all  interest  in  school  and  voca- 
tional opportunities.  Their  main  goal  is  to  leave  both  school  and 
home  as  soon  as  possible.  Others  realize  that  their  hope  of  a life 
better  than  their  parents  have  built  is  to  qualify  for  a worthwhile 
occupation,  and  they  become  highly  motivated  and  often  very 
successful  academically  even  if  emotionally  disturbed. 

Many  of  these  young  people  are  “reached”  by  school  counsellors 
who  are  able  to  help  them  in  facing  the  reality  of  their  immediate 
difficulties  and  in  working  out  some  kind  of  practical  plan  for  their 
future  vocation. 

When,  however,  the  damage  to  the  student’s  personality  has 
been  great  and  the  influence  of  an  unfortunate  home  situation  so 
strong  that  therapeutic  outside  help  is  required,  counsellors  refer  the 
student  to  Psychological  Services  (in  areas  fortunate  enough  to  have 
this  valuable  department),  to  Community  Family  Services,  Big 
Sisters,  Big  Brothers,  or  other  appropriate  agencies. 

Problems  Are  Urgent 

In  speaking  of  alcoholism,  students  disclose  a pathetic  picture  of 
young  people  seeking  approval,  encouragement,  love  and  help  in 
making  the  very  important  choices  regarding  courses,  careers, 
friends  — and  finding  often,  indifference,  criticism,  harshness,  even 
from  their  own  people.  These  young  people  place  a high  value  on 
“having  a happy  home  later  on”  and  frequently  observe  that 
“parents  should  make  time  to  listen  to  their  kids,  to  know  what 
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they  are  really  thinking,  to  understand  their  troubles  and  to  help 
them  plan  their  futures”. 

The  chief  role  of  school  counsellors  is  to  assist  students  in  assess- 
ing as  objectively  as  possible  their  academic  potentials,  in  making 
the  most  of  all  their  talents  while  in  school,  and  in  choosing  and 
preparing  for  appropriate  vocations.  But,  the  natural  confidences 
revealed  by  neglected  adolescents  to  empathetic  adults  indicate  the 
seriousness  and  urgency  of  the  personal  and  social  problems  afflict- 
ing our  young  people. 

The  numerous  dedicated  individuals,  volunteer  organizations  and 
public  and  private  agencies  working  with  families  having  problems 
are  deeply  aware  of  the  need  for  more  and  more  assistance  — 
particularly  research  and  greater  co-ordination  of  existing  services. 

No  doubt  the  new  Vanier  Institute  on  the  Family  will  encourage 
further  study,  and  the  proposed  provincial  Youth  Foundation  will 
undertake  valuable  work  in  this  vital  area. 

Research  into  the  problems  of  young  people  should  begin  with 
discussions  with  teenagers  themselves.  If  we  could  identify  the 
causes  and  possible  solutions  to  some  of  the  problems  (early  school 
drop-outs,  delinquency,  apathy  among  intellectually  gifted,  etc.),  as 
the  adolescents  see  them , then,  I believe  we  would  be  farther  along 
the  road  to  remedial  action.  It  is  imperative  to  consult  youth,  to 
really  listen  to  their  points  of  view  and  to  incorporate  their  own 
best  suggestions  into  plans  advocated  by  adults. 

Having  this  in  mind,  I sought  the  opinions  of  several  young 
people  (70  in  all,  both  boys  and  girls,  ranging  in  age  from  15  to 
18)  on  the  subject  of  this  article,  young  people  and  family  prob- 
lems. Their  responses,  voluntary,  unsigned,  and  given  without  any 
previous  discussion  or  preparation,  are  summarized  below. 

What  Students  Say 

To  the  question  “Do  you  think  teenagers  today  experience  much 
family  conflict?”  approximately  75  per  cent  answered  in  the  affirma- 
tive. Then,  when  asked  what  problem  appears  to  be  the  chief  cause 
of  such  conflict,  half  the  group  listed  “lack  of  understanding  between 
parents  and  children”  and  the  other  half  indicated  a fairly  wide 
variety  of  problems:  “money”,  “too  much  discipline”,  “drinking”,  L 
“too  little  discipline”,  “broken  homes”,  “family  car”,  etc. 
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However,  of  the  latter  group,  34  per  cent  (or  17  per  cent  of  the 
entire  sample)  indicated  “drinking”  as  their  first  or  second  choice  as 
a cause  of  conflict. 

The  students  made  several  thought-provoking  statements  as  to 
the  effect  of  excessive  drinking  in  the  home  on  the  teenager’s 
success  in  school,  personality  development,  making  friends,  achieving 
good  jobs.  A few  of  these  are  given  here : 

“He  doesn’t  care  about  his  grades  or  his  appearance  because 
his  parents  don’t  care.  He  only  makes  friends  with  kids  who  are 
able  to  understand  the  problems  he  has  with  his  parents  drinking, 
and  who  also  have  parents  who  drink.” 

“If  a parent  is  always  drinking,  it  is  hard  for  the  teenager  to  get 
his  homework  done  — even  though  he  is  always  being  nagged  to  do 
it.  Also,  the  teenager  will  eventually  get  tired  of  it  all  and  want  to 
quit  school.” 

“They  don’t  try  to  please  their  parents  because  they  are  never 
sober  enough  to  congratulate  them.  Everybody  needs  some  thanks. 
You  don’t  want  to  be  like  the  parents  who  drink.  You  get  a com- 
plex about  bringing  your  friends  home.” 

“You  are  afraid  to  make  friends  because  you  are  afraid  to  bring 
them  to  your  home  because  you  just  don’t  know  if  your  Dad  is 
going  to  be  drunk  and  beat  you.” 

What  About  Teenage  Drinking? 

When  asked  if  they  consider  teenage  drinking  to  be  a serious 
problem  today,  approximately  59  per  cent  of  the  students  (i.e.,  41) 
said  “yes”  and  suggested  a number  of  reasons:  “to  feel  big”,  “to 
attract  attention”,  “to  feel  they  belong”,  “to  give  them  confidence”, 
“because  it  is  against  the  law”,  “to  get  back  at  their  parents”, 
“because  they  have  no  one  to  turn  to,  parents  don’t  care”. 

To  the  question  “How  do  you  think  teenagers  themselves  can 
help  overcome  juvenile  delinquency?”  the  students  gave  several 
worthwhile  answers  worthy  of  serious  adult  consideration. 

“Their  environment  has  a lot  to  do  with  their  attitudes  towards 
school,  drinking,  etc.  It  is  up  to  the  parents  from  the  very  begin- 
ning to  teach  their  children  right  from  wrong.  If  a small  child  is 
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brought  up  in  a home  with  good  moral  sense  and  a close  family 
relationship,  there  is  little  chance  of  him  becoming  a juvenile 
delinquent.” 

“By  doing  hobbies  they  enjoy  doing  more  often.  Only  by  hav- 
ing nothing  interesting  to  do  does  the  teenager  become  delinquent.” 

“It  is  pretty  hard  to  do  (i.e.,  overcome  delinquency)  because 
parents  are  pushing  their  children  into  growing  up  and  going  out 
with  boys  more  now  than  they  ever  were.” 

“I  think  juvenile  delinquency  is  caused  because  there  is  nothing 
in  your  area  to  do  at  night.  The  police  kick  you  off  the  streets,  then 
you  begin  to  hate  the  police.  Then  one  thing  leads  to  another.” 

“By  more  activities  they  themselves  like,  not  those  chosen  by 
adults  — entertainment  centres  open  for  use  most  of  the  day.” 

“Above  all,  stay  busy  — join  clubs,  at  school  or  otherwise,  have 
hobbies,  read,  etc.  . . . very  important  is  attending  church,  syna- 
gogue, etc.,  since  a moral  code  is  established.” 

The  Positive  Side  of  Adolescence 

Such  comments  endorse  my  own  convictions  that  we  should  be 
concentrating  much  more  on  the  prevention  of  delinquency  — 
emphasizing  the  strengths  of  youth  rather  than  publicizing  their 
weaknesses,  stressing  the  positive,  optimistic  and  challenging  aspects 
of  adolescence  and  young-adulthood  rather  than  the  negative  and 
discouraging.  We  should  offer  programs  to  call  forth  the  natural 
idealism  and  enthusiasm  of  these  young  people.  We  should  ask  for 
and  act  on,  their  own  good  suggestions. 

The  “Peace  Corps”  idea  has  demonstrated  youth’s  spontaneous 
response  to  a challenge  and  an  ideal.  But  the  Corps  need  not 
necessarily  operate  on  distant  shores — the  need  for  personal  service, 
for  open-hearted  brotherhood  is  close  at  hand,  and  the  rewards  of 
giving  them  even  a little  of  oneself  are  thrilling  and  uplifting. 

Adolescents  want  to  be  useful  and  helpful  — as  they  have  so 
often  demonstrated  and  as  many  agencies  know  so  well  — but 
perhaps  we  should  be  providing  them  with  greater  opportunities. 

An  article  in  the  July  1964  issue  of  “The  Atlantic”  by  Greer 
Williams  describes  the  recent  experiment  of  using  young  ( 1 8 to  22 


years  of  age)  volunteer  attendants  at  the  Boston  Psychopathic 
Hospital.  One  sentence  is  particularly  striking:  “What  has  happened 
in  the  college  student  volunteer  program  in  the  last  twelve  years 
constitutes,  beyond  a doubt,  one  of  the  most  hopeful  developments 
in  the  care  of  the  mentally  ill  of  America  during  the  last  hundred 
and  fifty  years”. 

An  encouraging  beginning  has  been  made  in  the  Toronto  area 
in  offering  teenagers  an  opportunity  to  do  volunteer  work  in  the 
hospitals,  but  I am  sure  more  young  people  could  and  would  be 
able  to  render  valuable  service  if  we  provided  the  openings  for  them. 

Good  Services  Need  Coordination 

There  are  no  doubt  innumerable  and  complex  causes  of  the 
difficulties  of  multi-problem  families.  Certainly,  there  is  need  for 
continuing  research  on  the  family  as  a unit  and  on  its  individual 
members,  and  for  more  co-ordination  of  the  excellent  services  now 
available  to  alleviate  their  distress. 

Perhaps  there  is  need  of  other  things  too,  and  I would  suggest 
that  the  following  ideas  be  considered: 

1 . Greater  liaison,  and  as  soon  as  possible  amongst  all  those  indivi- 
duals, departments  of  government  and  agencies  in  any  way 
concerned  with  the  young  adult  (both  in  school  and  out)  and 
his  problems. 

2.  A careful  review  of  adult  education  programs  with  the  sugges- 
tion that  greater  attention  be  given  to  the  study  and  provision  of 
appropriate  services  for  the  young  adult.  This  might  involve 
re-definition  of  terms  and  re-examination  of  many  current 
assumptions  regarding  schooling,  working,  public  responsibility 
for  education,  etc. 

3.  Greater  positive,  supporting  publicity  by  all  media  of  communi- 
cation of  the  good,  worthwhile  and  inspiring  activities  of  youth, 
together  with  a conscious  effort  to  avoid  sensational  publicity  of 
juvenile  misdemeanours  and  undesirable  activities. 

4.  A thorough  review  of  the  existing  laws  and  policies  pertaining 
to  youth,  with  the  intention  of  consolidating  and  revising  our 
laws  together  with  widespread  positive  publicity  regarding  the 
status,  responsibility  and  dignity  of  young-adulthood.  As  an 
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aside,  one  might  note  that  accounts  of  the  “Youth  Jury”  idea 
being  tried  out  in  the  United  States  (Jacksonville  and  Chicago) 
suggest  that  where  young  people  are  actively  involved  in  preserv- 
ing the  peace  in  their  communities,  they  display  qualities  of  first 
class  citizenship  and  set  a worthy  example  for  their  peers  to 
emulate. 

5.  More  study  of  wholesome  young  people  in  happy  well-adjusted 
and  successful  families  — to  try  to  discover  the  secret  of  parents 
who  create  and  maintain  an  environment  of  security,  unity  and 
love.  There  has  been  so  much  analysis  of  maladjusted  indivi- 
duals, broken  homes  and  sick  society  that  perhaps  we  have 
overlooked  (or  not  publicized  sufficiently)  the  positive  and 
hopeful  approach. 

6.  The  compilation  of  some  type  of  activity  lists  for  each  area 
indicating  all  the  programs  available  for  youth  (under  the  Y., 
libraries,  churches,  school  boards,  government  departments, 
volunteer  agencies,  etc.)  within  a given  district,  and  the  circu- 
lation of  these  lists,  with  revision  when  necessary,  throughout 
all  the  schools.  In  this  way,  young  people  will  at  least  know 
what  activities  are  available  in  their  communities  — and,  if  by 
chance  it  is  discovered  that  there  are  indeed  very  few  opportu- 
nities for  recreational  or  extra-curricular  development  in  specific 
areas,  then  those  most  concerned  will  become  alerted  and  plan 
accordingly.  (I  hope  to  make  such  a survey  in  my  own  area 
very  soon.) 

7.  Greater  attention  to  developing  Youth  Centres  to  provide  both 
quiet  areas  for  study,  discussion  and  reading,  and  for  games, 
sports  and  dancing  — these  to  be  planned  and  organized  in 
consultation  with  young  people  and  supervised  by  both  adults 
and  youth  leaders. 

8.  Finally,  I would  urge  all  those  responsible  for  setting  up  research 
projects  on  topics  concerning  youth  to  include  young  adults  in 
the  planning  stages;  for,  whether  one  discusses  alcoholism, 
juvenile  delinquency,  family  life,  or  the  educational,  spiritual, 
recreational,  or  vocational  requirements  of  our  present  society, 
young  people  have  good  ideas  well  worth  hearing. 
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Are  we  Afraid  to  Listen? 

I would  recommend  that  adult  groups,  such  as  business  organi- 
zations, community  planning  associations  and  township  councils 
consider  having  two  or  three  young  adults  “sit  in”  on  their  delibera- 
tions as  junior  or  associate  members  to  add  their  fresh  young  ideas 
and  imaginative  suggestions.  I suspect  that  if  Student  Council 
members  of  senior  high  schools  could  be  represented  on  town 
councils  they  would  make  a valuable  contribution. 

An  interesting  experiment  along  this  general  line  is  the  recent 
formation  of  the  new  Junior  Ratepayers  Association  in  the  Green- 
win  Gardens  Subdivision  designed  to  provide  recreation  and  other 
activities,  with  the  help  of  the  senior  organizations,  for  the  district. 

As  a school  counsellor,  grateful  for  the  opportunity  of  working 
with  courageous  and  inspiring  young  people,  1 am  most  enthusiastic 
and  hopeful  about  the  constructive  work  they  can  do  for  themselves 
and  for  society.  If  we  adults  will  but  listen  to  youth,  with  our 
hearts,  we  will  surely  learn  — and  all  will  benefit.  ■ 


Dependency/ Addiction 

THE  World  Health  Organization’s  Expert  Committee  on 
Addiction-Producing  Drugs  now  recommends  substitution 
of  the  term  “drug  dependence”  for  the  terms  “drug  addiction” 
and  “drug  habituation”.  By  “drug  dependence”  this  distin- 
guished international  committee  means  “a  state  arising  from 
repeated  administration  of  a drug  on  a periodic  or  continuous 
basis”,  such  dependence  may  be  psychic  or  physical  or  both. 

This  pronouncement,  dated  1964,  recalls  a definition  of 
alcoholism  published  by  the  Addiction  Research  Foundation 
in  1961,  which  stated:  “An  alcoholic  is  a person  who  has 
become  physically  dependent  upon  the  presence  of  alcohol  in 
his  system,  or  has  developed  a psychological  need  for  its 
| anaesthetic  effect,  or  both.”  (The  late  Dr.  E.  M.  Jellinek  was 
a collaborator  in  phrasing  this  definition.)  The  WHO  choice 
of  words  is  also  reflected  in  the  titles  of  two  new  Foundation 
publications,  “Dependent  Man”  and  “Man  and  Chemical 
Comforts”. 


[9] 


Character  Disorders  and 
The  Multi-Problem  Family 

by  D . Grieveson,  P.S.W* 
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OVER  use  of  alcohol  has  been  identified  as  one  of  the  major 
problems  in  44  per  cent  of  the  cases  coming  to  the  attention 
of  Toronto’s  Family  Court.  In  an  article  published  in  October 
1963,  W.  T.  Little,  director  of  the  court’s  counselling  services, 
indicates  that  over  use  of  alcohol  often  is  combined  with  desertion, 
assault,  non-support,  infidelity  or  general  incompatibility. 

As  a therapist  in  the  Toronto  clinic  of  the  Addiction  Research 
Foundation,  it  was  the  writer’s  impression  that  alcoholism  was 
inevitably  accompanied  by  one  or  more  of  a long  list  of  personal, 
interpersonal,  family,  or  social  problems.  In  addition  to  marital 
problems  these  included  problems  affecting  children,  such  as  neglect 
necessitating  removal  of  the  child  from  the  family;  and  ranging  to 
chronic  self-negating,  poor  behaviour  and  low  achievement  at  school 
of  children  basically  able  to  cope  with  studies,  but  handicapped  by 
the  emotional  impact  on  them  of  parental  difficulties.  Also  included 
is  the  variety  of  behaviours  which  actually  or  potentially  could 
involve  parent  or  family  with  the  law  on  either  a major  or  minor 
scale. 
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Criteria  of  “Hard  Core”  Family 

Thus  the  viewpoint  could  be  taken  that  all  cases  of  alcoholism 
involve  multi-problem  persons  or  families.  However,  in  social  work 
practice  the  possession  of  a number  of  concurrent  social  problems  is 
not  the  sole  criterion  leading  to  the  description  of  an  individual  or 
family  as  “multi-problem”  or  “hard  core”.  In  the  following  dis- 
cussion it  will  be  seen  that  to  properly  belong  in  the  multi-problem 
category,  a family  must  have  one  or  more  of  its  members  displaying 
the  symptoms  of  character  disorder  as  shown  through  attitudes  and 
behaviour.  In  the  writer’s  opinion,  one-fourth  to  one-third,  at  least, 
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*Mr.  Grieveson,  formerly  a social  worker  with  the  Alcoholism  & Drug  Addiction 
Research  Foundation,  is  now  with  the  Toronto  Board  of  Education’s  Child 
Adjustment  Services. 
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of  the  patients  seen  in  the  Addiction  Research  Foundation  clinic  in 
Toronto  display  these  symptoms. 

A consideration  of  some  social  work  thinking  about  character 
disorder  and  multi-problem  families  might  help  us  in  our  discussion 
of  treatment  approaches  to  the  refractory  alcoholic  and  drug  addict. 

Common  Features  of  Character  Disorder 

The  patient  rarely  has  the  initiative  to  seek  help  but  comes  to 
the  attention  of  the  mental  health  clinics  by  referral  of  authorities, 
due  to  anti-social  or  delinquent  behaviour.  He  quite  often  asks  for 
help  in  an  effort  to  avoid  retribution  or  the  consequences  of  anti- 
social or  delinquent  behaviour,  or  makes  suicidal  gestures  to  take 
the  focus  away  from  his  blameworthy  act. 

Usually  the  present  illness  — in  adults  — is  only  the  latest  of  a 
long  history.  As  a child,  he  may  have  had  a pattern  of  truancy, 
petty  theft,  fire  setting  and  sexual  misdemeanours.  Early  family 
history  usually  shows  deprivation  in  the  social  situation,  submerged 
marginal  living,  often  with  a parent  missing  from  the  home,  and 
where  solicitude  and  love  were  lacking  during  the  formation  of  the 
conscience.  In  the  case  of  families  with  a higher  standard  of  living, 
there  usually  has  been  cruelty  and  harshness  on  the  part  of  at  least 
one  parent;  but  even  lacking  this,  there  will  have  been  emotional 
deprivation  resulting  from  the  attitude  of  the  parents  to  the  client  or 
patient  as  a child.  In  middle  and  upper  class  or  good  family  back- 
grounds there  may  have  been  indulgent,  overprotective  parents  who 
gave  worldly  goods  in  excess,  without  the  necessity  for  the  patient 
to  earn  or  sacrifice.  They  may  never  have  punished  for  wrong 
doing  and  they  may  have  shielded  the  patient  as  he  grew  up  from 
limits  on  his  behaviour  towards  outsiders  or  from  consequences 
when  he  transgressed  any  limits.  Usually  this  person  is  noted  for 
lack  of  affect  with  regard  to  consequences  of  his  behaviour  toward 
others.  However,  he  may  fake  emotion  if  penitence  appears  to  be 
a route  for  escape  from  consequences. 

Often  the  patient’s  history  shows  repetition  of  behaviour  which 
has  resulted  in  trouble  for  him  previously,  e.g.  forging  cheques. 
Thus,  he  is  said  to  be  unable  to  learn  from  experience.  He  is  pro- 
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jective  — i.e.,  the  world  is  out  of  step,  rather  than  he.  Occasionally, 
the  character  disordered  spouse  may  initiate  contact  in  order  to  use 
the  agency  to  manipulate  his  spouse  for  his  own  comfort. 

Social  Implications  for  Family  or  Peer  Groups 

If  the  patient  is  a husband  and  father,  such  typical  behaviour  as 
gambling,  irresponsibility,  cheque  forging,  lying  — when  truth-telling 
would  be  simpler  and  easier  — and  assaultiveness  are  hard  for  the 
other  members  of  the  family  to  live  with.  Absences  of  the  father 
from  the  home  and  financial  distress  are  resultant  consequences. 
Intrafamilial  relationships  are  more  difficult,  more  complex,  frustrat- 
ing and  lacking  in  certain  features  usual  to  families  with  a less 
damaged  parent. 

In  a marital  situation,  the  character  disordered  person’s  acting 
out  behaviour  may  be  interpreted  by  the  partner  as  a reflection  of 
his  or  her  own  inadequacy  and  thus  bring  on  emotional  suffering. 
Often  the  person  with  a character  disorder  will  point  out  all  the 
negatives  and  defects  in  the  makeup  and  functioning  of  his  marital 
partner  and/or  children  as  a self-defending  and  self-enhancing 
move.  This  is  extremely  damaging  to  the  recipient. 

As  parents,  character  disordered  people  provide  chaotic  or 
skewed  environments  for  their  children.  In  the  material  sense,  the 
provided  living  standards  may  be  very  poor  or  may  vary  from  one 
extreme  to  another.  Because  of  the  impulsivity  of  the  character 
disordered  person,  the  remainder  of  the  family  will  be  shocked 
when  he  acts  out  his  tensions  or  self-gratifications  for  the  first  time. 
Eventually,  they  will  be  forced  to  live  in  a state  of  constant 
insecurity,  materially  and  emotionally,  with  regard  to  family  inter- 
relationships and  interrelationships  with  the  community.  In  some 
cases,  such  a parent  will  produce  children  with  disordered  character 
because  of  lack  of  incorporation  of  attitudes  of  concern  for  the 
rights  of  others.  In  some  cases  it  has  been  shown  that  such  parents 
deliberately  use  their  children  as  agents  of  their  own  acting  out 
impulses  against  the  community. 

Obstacles  in  Treatment 

The  character  disordered  person  feels  hopeless  and  usually  sees 
seif  as  worthless  by  respectable  or  authority  figures.  Therefore,  in  a 
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voluntary  agency  setting  there  is  a great  danger  that  in  exploring  the 
history,  the  client  will  be  lost  due  to  his  fear  and  antagonism  to  the 
expected  reaction  to  knowledge  of  his  history  and  behaviour.  He 
expects  rejection  and  the  caseworker  must  be  nimble  to  avoid  being 
caught  in  seeming  to  reject  him.  In  the  beginning  of  contact,  very 
solicitous  care  in  establishing  the  patient’s  worth  in  the  caseworker’s 
eyes  must  be  taken.  This  includes  reaching  out  by  home  visits,  by 
quick  follow-up  after  missed  appointments,  and  by  provision  of 
concrete  service  either  directly  or  through  referral  while  taking  an 
active  part  in  obtaining  these  concrete  material  helps  and  allowing 
the  client  to  be  extremely  dependent. 

These  clients  are  unable  to  trust  others  readily  and  cannot  be 
convinced  of  the  truth  of  a concept  by  verbalized  discussion.  They 
learn,  as  a child  does,  to  take  into  themselves  the  attributes  of  an 
admired  or  trusted  person.  Thus  the  caseworker  must  demonstrate 
by  his  own  behaviour,  especially  in  the  beginning  of  contact,  his 
beliefs  and  attitudes  which  he  feels  the  client  needs  to  incorporate. 
Further,  since  they  feel  exposed  and  defenseless  if  they  discuss  their 
real  feelings,  they  cannot  be  involved  in  direct  discussion  of  this 
kind  until  treatment  has  progressed  almost  to  conclusion.  Rather 
ego-building  should  be  done,  pointing  up  of  positives  in  the  client, 
this  to  be  accompanied  by  understanding  attitudes  towards  third 
parties  whose  behaviour  is  brought  up  by  the  client  as  an  unlabelled 
expose  of  some  facet  of  his  own  makeup. 

Since  these  clients  are  unable  to  project  themselves  into  the 
feelings  of  others  or  to  anticipate  flaws  in  their  own  planning,  they 
are  unable  to  grasp  abstract  references.  Therefore,  the  worker  must 
be  directed  and  concrete  in  an  on-going  counselling  and  should 
function  as  alter-ego.  The  patient’s  immediate  self  interest  must  be 
made  explicit  in  any  advocated  course  of  behaviour,  as  he  is  also 
unable  readily  to  project  himself  into  the  future. 

The  American  psychiatrist,  Dr.  Irving  Kaufman  and  social 
worker,  Beatrice  Simcox  Reiner,  have  published  many  articles  and 
books  dealing  with  the  etiology,  diagnosis  and  treatment  of  char- 
acter disorder.  They  have  typified  this  group  as  exhibiting  the 
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following  characteristics:  they  have  primitive  ego  structures,  they 
gratify  themselves  in  ways  determined  by  pregenital,  i.e.  oral  or  anal 
psycho-sexual  levels  of  development,  in  treatment  they  are  full  of 
resistance,  they  break  appointments,  they  withhold  information  and 
they  act  out  wishes  and  fantasies. 

Stages  of  Treatment 

Kaufman  and  Reiner  have  delineated  four  stages  of  a treatment 
process.  The  first  is  the  establishment  of  a strong  relationship. 
Second  is  the  identification  of  the  client  or  patient  with  the  case- 
worker as  a model  on  which  to  pattern  himself.  Third  is  the  emo- 
tional separation  of  the  patient  from  the  therapist.  Finally,  the 
patient  is  able  to  understand  his  own  behaviour  as  related  to  its 
roots  in  the  past.  It  is  stated  that  the  great  majority  of  clients  rarely 
progress  beyond  the  first  or  second  stage,  but  can  be  helped  to 
greatly  modify  impulsivity  and  to  function  more  adequately  due  to 
the  direction  and  support  in  coping  with  the  environment  gained 
from  the  relationship  with  the  caseworker.  Kaufman  has  stated  that 
the  multi-problem  family  is  really  misnamed;  that  in  reality  many 
of  these  families  have  one  problem  — the  presence  of  character 
disorder  in  one  or  both  parents. 

American  Approaches  to  the  Multi-problem  family 

Until  the  decade  between  1945  and  1955  voluntary  and  public 
welfare  agencies  in  the  United  States,  had  been  oriented  toward 
carrying  out  approaches  to  the  alleviation  of  personal  and  family 
maladjustment  on  the  one  hand  and  economic  dependency  on  the 
other.  These  approaches  had  appeared  to  have  vast  improvements 
over  the  friendly  exhortatory  visitor  and  the  Poor  Law  approaches 
of  earlier  times.  Thus  the  voluntary  agencies  withdrew  from  the 
provision  of  direct  material  and  concrete  service.  They  concentrated 
on  more  and  more  abstract  therapeutic  counselling  based  primarily 
on  psycho-analytic  concepts  evolved  initially  and  primarily  in  the 
treatment  of  neurosis.  At  the  same  time,  the  voluntary  agencies  and 
those  public  and  private  agencies  dealing  with  the  protection  of 
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children  and  the  rehabilitation  of  the  offender  tended  to  specialize 
their  interest  more  and  more  narrowly  on  the  child,  the  adolescent 
offender,  the  adult  offender,  the  marital  discord,  the  budgeting  or 
the  individual  personality  problem  of  one  family  member.  The  inter- 
relatedness of  the  focussed-on  part  of  a family  constellation  of 
problems  with  the  problems,  feelings  and  behaviour  of  the  other 
family  members  was  lost  sight  of,  as  was  the  concept  of  the  family 
itself  as  an  organism  which  could  be  well  or  malfunctioning. 

Accompanying  this  development,  the  refinement  of  social  work 
techniques  and  methods  of  operation  has  succeeded  in  narrowing  the 
groups  of  people  served  to  those  with  sufficient  ego-strength  and  self- 
organization to  take  the  first  step  in  getting  help.  In  this  way  more 
and  more  of  those  diagnostically  less  hopeful  families  who  were 
overwhelmed  by  the  cumulative  effects  of  illness,  maladjustment  and 
economic  dependency  were  dropping  through  the  net  of  voluntary 
and  public  welfare  services. 

Startling  Facts  Revealed 

This  sparked  a number  of  investigations  into  the  subject  of  hard- 
core or  multi-problem  families.  Probably  the  most  famous  of  these 
was  the  St.  Paul  Study  of  all  applications  made  to  106  private  and 
public  agencies  during  one  month  in  1948.  One  of  the  most  startling 
findings  was  that  six  per  cent  of  the  community’s  families  were 
using  more  than  half  of  the  total  health  and  welfare  budget.  Some 
of  these  families  had  been  receiving  help  for  as  long  as  20  years 
and  their  basic  trouble  had  been  passed  along  through  at  least  two 
generations.  By  1952,  2,000  families  had  been  identified  as 
extremely  disorganized  families  — hence  the  term  the  hard-core  of 
the  city’s  welfare  activities. 

In  order  to  discover  how  to  serve  these  families  in  some  more 
productive  way,  the  Hill  Family  Foundation  of  St.  Paul  financed  a 
six-year  pilot  program  called  the  Family  Centered  Project.  It  was 
an  experimental  unit,  staffed  by  workers  from  five  agencies  who 
worked  out  of  their  own  agency  offices  and  were,  for  supervision, 
administration,  pay  and  personnel  practices,  under  the  jurisdiction 
of  their  own  agencies.  Participating  were  three  family  service 
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agencies,  a child  guidance  and  a public  welfare  office.  Two  other 
agencies  — the  visiting  teachers  and  the  probation  agency  — joined 
the  project  after  its  inception  and  eventually  dropped  out  before  the 
project’s  six-year  term  was  finished. 

The  workers,  27  in  all,  including  supervisors,  had  caseloads  of 
20  cases  each.  Treatment  was  coordinated  through  a series  of  meet- 
ings of  representatives  of  the  agencies  involved.  The  nature  and 
content  of  these  meetings  was  determined  by  the  administrative  level 
of  the  participants  in  their  own  agencies.  The  operating  caseworkers 
met  in  the  Workers’  Seminar  on  a weekly  basis  where  treatment 
methods  and  techniques  were  evolved,  reported  on,  shared,  adopted 
or  discarded.  The  Supervisor’s  Seminar  was  a regular  weekly  meet- 
ing of  supervisors  from  the  participating  agencies.  At  these  meetings 
supervisory  problems,  concepts  of  practice,  identification  of  gaps  in 
service  and  analysis  of  interagency  relationships  were  discussed. 

To  further  integrate  the  participating  agencies,  regular  meetings 
of  the  executives  of  participating  agencies  were  held.  This  was  called 
the  Workshop  Group.  Finally  there  was  the  Family  Centered  Com- 
mittee, which,  in  a sense  functioned  as  a Board  to  the  Project  but 
was  a committee  of  the  Community  Chests  and  councils  to  which  it 
and  the  Project  were  responsible.  The  families  were  referred  from 
participating  and  other  agencies  and  had  previously  been  seen  as 
clients  of  these  agencies,  but  had  not  been  helped  in  any  lasting  way. 
To  be  eligible  for  the  Project,  each  family  had  to  have  at  least  one 
child  under  age  18  in  clear  and  present  danger  through  delinquency 
or  neglect  and  had  to  have  a problem  in  health  or  economic  areas. 

Family  Characteristics 

The  following  characteristics  were  noted  as  typical  of  these 
families:  a channel  of  distrust  separates  them  from  people  and  or- 
ganizations that  they  see  as  being  respectable  and  having  authority; 
they  are  people  with  hopes  and  fears  who  lack  social  skills,  and 
have  minimum  skills  in  expressing  themselves;  they  have  a tendency 
to  self-destruction  which  causes  them  to  put  their  worst  foot  for- 
ward in  social  situations  of  any  sort;  they  are  not  necessarily  evil  or 
stupid  but  have  personality  damage.  They  can  be  reached.  They 
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want  help,  but  they  and  the  community  first  have  to  surmount  the 
belief  that  they  are  hopeless.  The  worker  needs  time,  patience  and 
persistence  to  overcome  their  distrust.  And  finally,  they  tend  to 
express  themselves  around  the  concrete  and  the  tangible  and  to  be 
lost,  uncomprehending  and  defensive  when  brought  into  contact 
with  consideration  of  intangibles. 

New  Practice  Concepts 

In  St.  Paul,  the  practice  concepts  which  have  evolved  from  the 
experience  of  the  Family  Centered  Project  workers  can  be  summed 
up  under  five  headings.  First,  the  concept  of  going  all  out  to  the 
family.  This  involves  reaching  out  by  home  visiting  at  times  con- 
venient to  the  family  members  and  meeting  rejection  and  hostility 
with  persistent  effort  to  be  helpful  in  some  way  meaningful  to  the 
client.  Second,  there  is  approaching  the  total  family.  This  concept 
attempts  to  reverse  the  process  whereby  concern  is  focussed  on  the 
child  or  the  wife  or  the  offender  with  his  or  her  family  merely  an 
appendage  in  a shadowy  background.  Home  visiting  and  night 
visiting  and  interviewing  family  members  as  a group  gives  opportu- 
nity to  observe  family  interrelationships  and  the  strengths  and 
weaknesses  of  individuals  as  they  enact  their  roles.  Third,  there  is 
the  concept  of  the  collaborative  approach.  This  means  listening  to 
the  client’s  ideas,  letting  him  in  on  the  worker’s  thinking  and 
making  him  feel  he  is  a partner  in  the  task  of  his  family’s  rehabilita- 
tion, rather  than  that  he  is  being  "operated  on  by  an  expert”. 
Fourth,  the  concept  of  identifying  strengths  and  ways  to  marshal 
them  refers  to  the  building  on  positives,  however  minimal,  and  to 
the  technique  of  mobilizing  hope,  anxiety  or  guilt  about  any  turn  of 
the  family’s  life  in  any  member  to  initiate  motivation  for  action. 
Fifth,  there  is  the  concept  of  the  importance  of  one  worker  which 
refers  to  the  use  of  the  Project  or  “reaching  out”  caseworker  as  the 
means  of  re-establishing  trust  on  the  part  of  the  multi-problem 
families  in  the  agencies,  institutions  and  people  they  see  as  repre- 
senting authority  and  a rejecting  community.  He  does  this  by  taking 
an  active  part  in  interpreting  community  resources  and  client  to 
each  other,  using  his  entre  on  each  end  of  the  transaction  to  get  a 
more  sympathetic  hearing  or  opinion  about  the  other. 
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65  Per  Cent  Improved 

An  assessment  of  the  result  of  this  Family  Centered  Project 
made  after  five  years  of  operation  showed  65  per  cent  of  the 
families  improved,  10  per  cent  showed  no  change,  and  16  per  cent 
deteriorated.  This  seems  to  speak  well  for  the  methods  used  and  to 
refute  the  idea  of  “hard-core”  hopelessness. 

A variant  of  the  “going  all  out  concept”  of  the  St.  Paul  Family 
Centered  Project  is  the  “reaching  out”  approach  of  the  New  York 
Youth  Board  which  established  its  Referral  Unit  Project  in  1949. 
The  Youth  Board  was  established  to  help  solve  community  problems 
of  delinquency.  The  reaching-out  concept  is  described  as  neither  a 
physical  act  such  as  home  visiting  nor  a technique  such  as  imposing 
service  whether  it  is  wanted  or  not  but  rather  as  a frame  of  mind 
which  produces  a determination  to  find  a way  to  help  whether  the 
means  is  physical,  psychological  or  social.  Two  sub-concepts  of  the 
reaching-out  process  are  the  “right  to  know”  and  the  “right  to  time.” 

The  right  to  know  concept  enables  the  worker  to  visit 
unwilling  parents  of  children  in  jeopardy  because  it 
takes  into  consideration  that  unless  a person  knows 
of  the  existence  of  a service  and  is  able  to  go  and 
get  it  he  will  miss  his  chance  to  be  self-determining 
in  full  knowledge  of  what  he  is  accepting  or  reject- 
ing. The  right  to  time  concept  enables  a worker  to 
repeatedly  recontact  an  unwilling  resistant  parent 
over  a sufficient  period  of  time  to  enable  him  to 
surmount  his  crippling  distrust  of  a community 
representative  and  so  become  able  to  accept  referral 
to  a treatment  agency. 

The  Dynamics  of  Reaching  Out 

Where  deprived  clients  with  character  disorders  are  concerned, 
their  poorly  formed  egos  and  inadequate  controls  over  aggressive 
impulses  cause  them  to  fear  contact  with  others.  This  is  both 
because  of  direct  distrust  of  the  controls  of  others  and  because  of 
fear  of  their  own  hostile  aggression  per  se  and  because  of  the 
retaliation  it  could  provoke.  If  the  worker  contacts  such  a person 
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and  neither  retaliates  or  withdraws  completely  because  of  rebuff, 
the  client  senses  the  worker’s  freedom  from  problems  of  control  and 
relationship  and  feels  safe  from  threat  of  attack  from  worker  or 
from  threat  of  needing  to  attack  the  worker  further.  At  this  point, 
he  could  be  said  to  be  freed  sufficiently  of  his  fundamental  per- 
sonality problem  to  make  a rational  decision  about  the  use  of  the 
service  being  offered. 

The  writer  has  worked  in  agencies  where  alcoholism  was  inci- 
dental to  the  main  focus,  as  well  as  in  the  A.R.F.,  where  it  was  the 
main  focus  of  the  effort  to  help.  It  seems  that  where  the  above 
type  of  “multi-problemism”  is  involved,  the  methods,  practices,  and 
philosophy  outlined  above  should  temper  or  override  the  methods 
and  practices  usual  to  the  treatment  or  service  of  any  particular 
problem  area  in  a patient’s  constellations  of  problems  — including 
that  of  alcoholism  or  addiction.  ■ 
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Can  The  Public  Health  Nurse  Help? 

FOR  some  time , public  health  nurses  have  been  pointing  out  that 
they  have  a role  to  play  in  helping  alcoholics  and  the  members 
of  their  families.  They  have  noted  that  the  nurse  is  in  a unique 
position  to  help.  She  is  less  threatening  yet  can  offer  skills , infor- 
mation, and  a safe  objectivity  which  friends , however  sympathetic . 
cannot  give. 

Several  years  ago,  the  Mental  Health  Division  of  the  Toronto 
Department  of  Public  Health  initiated  a new  program  in  mental 
health  nursing.  The  primary  function  of  these  specially  trained  public 
health  nurses  is  an  advisory  one  to  staff,  as  well  as  case  finding , 
referrals  and  counselling.  To  date,  there  have  been  five  such  nurses 
assigned  to  five  of  the  health  districts  in  the  city;  two  other  nurses 
are  at  the  University  of  Toronto;  and  it  is  expected  that  another  will 
go  to  the  university  next  year.  This  will  make  it  possible  to  have  a 
mental  health  nurse  in  each  of  the  eight  districts. 

The  following  was  submitted  by  Mrs.  Jean  Uzumeri , a member 
of  the  staff  of  the  Toronto  Department  of  Public  Health  with  this 
advanced  preparation.  She  obtained  the  permission  of  the  patient 
for  sharing  this  story. 
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COUNSELLING  in  the  home  is  one  facet  of  the  services  offered 
by  a mental  health  nurse.  It  is  hoped  that  this  case  history  will 
demonstrate  the  way  in  which  one  woman,  Mrs.  A.,  was  able  to 
use  this  service  to  gain  insight  into  her  drinking  problem  and  utilize 
this  insight  to  alleviate  some  of  her  associated  problems.  The  original 
referral  was  made  by  a married  girl  friend  who  described  Mrs.  A. 
as  being  depressed,  preoccupied,  unable  to  make  decisions  and 
excessively  fatigued  following  the  sudden  and  fatal  heart  attack  of 
her  husband.  However,  it  was  four  months  later  following  six  tele- 
phone calls  and  two  home  visits  that  drinking  was  identified  as  being 
Mrs.  A.’s  central  problem. 

Mrs.  A.  is  a short,  thin,  immaculately  groomed,  attractive  widow 
in  her  late  thirties  who  speaks  in  a well  modulated  voice  and  smokes 
excessively.  At  the  time  of  the  first  home  visit  she  appeared 
agitated,  frequently  tearful,  but  anxious  to  discuss  candidly  her  past 
life  and  current  problems.  Her  present  family  consists  of  Donald,  a 
1 7-year-old  son  by  her  first  marriage,  and  Dianne,  4 years  old, 
reportedly  having  to  manage  for  herself  because  Mrs.  A.  was  too 
preoccupied  to  provide  supervision. 

Mrs.  A.  came  to  Canada  in  1945  as  an  English  war  bride.  Of 
her  family,  still  all  in  England,  her  father  is  described  as  a heavy 
drinker,  who  created  such  havoc  in  the  home  that  Mrs.  A.  was 
determined  to  marry  a man  who  didn’t  drink.  Her  first  marriage, 
to  a man  who  took  only  an  occasional  social  drink,  was  reportedly 
happy.  However,  five  years  later  he  died  of  Hodgkin’s  disease, 
following  an  illness  of  several  months.  Left  with  very  little  money, 
a young  son,  no  relatives  in  Canada  and  few  friends,  Mrs.  A.  found 
it  difficult  to  resist  the  attentions  of  a personable,  apparently  affluent 
young  man,  although  she  realized  that  he  was  a heavy  drinker  before 
they  were  married.  This  second  marriage  was  marred  by  heavy 
drinking,  frequent  fights  aggravated  by  conflict  over  the  handling  of 
money  and  children  and  several  attempts  of  Mrs.  A.  to  commit 
suicide.  Donald  resented  this  second  marriage,  and  established  a 
pattern  of  passive  resistance  to  his  step-father  by  refusing  to  do  the 
chores  expected  of  him  around  the  house.  Where  Donald  was 
punished  by  the  step-father  by  being  given  less  money  and  little 
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attention,  both  parents  lavished  money,  gifts,  and  attention  on 
Dianne.  This  pattern  of  equating  love  with  money  seems  to  have 
been  adopted  by  each  family  member. 

During  the  initial  visit,  Mrs.  A.  was  encouraged  to  talk  about 
her  problems.  She  complained  of  a severe  cough,  loss  of  appetite 
and  insomnia.  She  noted  in  herself  a need  to  lean  on  others.  She 
recognized  that  her  loneliness  was  not  only  for  her  deceased  husband 
but  for  her  son  now  away  at  camp  and  from  whom  there  had  been 
no  letter.  She  pointed  out  her  pattern  of  trying  to  escape  her  prob- 
lems by  suicidal  attempts  on  two  or  three  occasions.  She  seemed 
quite  shaken  by  a recent  episode  where  she  had  taken  an  overdose 
of  barbituates,  fallen  asleep  while  smoking  and  had  burned  the  mat- 
tress. In  addition,  she  was  deeply  concerned  about  a dwindling  bank 
account,  and  debts  incurred  by  her  husband. 

The  nurse  saw  Mrs.  A.’s  problems  initially  as  a grief  reaction  to 
the  death  of  her  husband  upon  whom  she  had  been  dependent,  guilt 
surrounding  her  own  relief  at  the  termination  of  an  unhappy 
marriage,  loneliness  for  her  son  from  whom  she  was  separated  for 
the  first  time,  poor  health  and  financial  difficulties. 

Mrs.  A.  wanted  help.  Since  she  and  her  children  had  recently 
moved  to  Toronto  from  a Southern  Ontario  town,  she  had  no  family 
physician,  few  friends,  and  no  knowledge  of  community  facilities. 
She  was  urged  to  seek  medical  attention  at  once.  Her  friend,  who 
had  made  the  original  referral  for  help,  apparently  was  a source  of 
great  support.  This  relationship  was  encouraged  and  the  suggestions 
offered  by  the  friend  in  regard  to  her  financial  problems  were  sup- 
ported. The  nurse  maintained  telephone  contact  every  week  for  two 
months  with  both  Mrs.  A.  and  her  friend.  Mrs.  A.’s  mood  lifted 
rapidly.  She  obtained  full-time  employment  as  a waitress,  selected  a 
private  doctor  who  prescribed  medicine  for  her  “nerves”,  moved 
into  a more  economical  flat  and  took  a renewed  interest  in  her 
children.  At  this  point,  with  Mrs.  A.’s  health  and  social  problems 
apparently  alleviated,  the  case  was  considered  inactive.  No  further 
contact  was  made  until  Mrs.  A.’s  friend  again  called  for  help  a 
month  later. 

This  second  referral  was  made  because  Mrs.  A.  had  been  drink- 
ing excessively,  had  again  become  depressed  and  was  suffering  from 
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a heavy  cold.  When  a home  visit  was  made,  Mrs.  A.  now  pale, 
shaky,  composed  and  sober,  described  candidly  how  she  consumed 
in  48  hours,  three  bottles  of  liquor  (rum,  cherry  brandy,  and 
vodka).  She  attributed  this  binge  to  a desire  to  escape  a series  of 
unpleasant  events;  the  recent  death  of  her  father,  fatigue  as  a result 
of  overtime  work,  ill  health,  and  a frustrating  encounter  with  her 
in-laws.  Above  all  else  was  her  concern  and  worry  over  Donald 
with  whom  she  was  quarrelling  frequently. 

Mrs.  A.,  although  intelligent  and  anxious  for  assistance,  had 
little  insight  at  this  point  into  her  problems.  On  an  intellectual  basis 
she  recognized  the  fact  she  was  over-indulgent  with  Donald,  trying 
constantly  to  compensate  for  the  “bad  years”  of  her  second  mar- 
riage. On  the  other  hand  she  expected  him  to  fill  the  vacant  husband 
role.  In  exploring  community  facilities  available,  it  became  evident 
that  she  could  accept  guidance  most  readily  if  it  were  offered  in 
relation  to  Donald,  rather  than  in  relation  to  herself.  Therefore,  it 
was  not  surprising  that  she  rejected  the  Family  Service  Agency  in 
favour  of  a referral  to  Child  Adjustment  Services  through  the 
Guidance  Department  at  Donald’s  school;  the  nurse,  with  Mrs.  A/s 
consent,  contacted  the  public  health  nurse  at  the  school.  The  prob- 
lem in  the  home  was  brought  to  the  attention  of  the  Guidance 
Department,  and  subsequently  Child  Adjustment  Services.  Mrs.  A, 
was  advised  to  call  for  an  appointment,  but  it  was  several  months 
before  she  actually  accepted  this  proposal.  She  saw  little  significance 
in  her  pattern  of  living  — the  relationship  between  her  drinking, 
fatigue,  over-work,  illness  and  compulsive  housekeeping  habits.  Her 
drinking,  she  was  inclined  to  shrug  off  as  “just  a binge”,  and  was 
unable  to  view  it  as  a major  problem.  The  nurse  telephoned  the 
Addiction  Research  Foundation,  but  Mrs.  A.  found  the  long  waiting 
list  an  over-whelming  obstacle  to  seeking  help  there. 

The  nurse,  with  Mrs.  A.’s  consent,  contacted  the  private  doctor 
by  phone  and  forwarded  a written  report  in  an  effort  to  acquaint 
him  more  thoroughly  with  some  of  Mrs.  A.’s  problems.  Mrs.  A, 
attended  him  regularly  and  again  regained  a feeling  of  well-being. 
She  returned  to  work,  at  first  insisting  on  shorter  working  hours,  but 
later  accepted  more  and  more  overtime  work.  She  maintained  her 
high  standards  of  housekeeping.  She  retained  her  expensive  tastes 
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although  her  income  could  not  support  them,  and  as  a result  her 
bank  account  continued  to  dwindle. 

There  was  little  doubt  in  the  nurse’s  mind  now  that  Mrs.  A.  had 
a drinking  problem.  Home  visits  were  continued  every  two  weeks, 
and  it  was  during  one  of  these  routine  visits  that  Mrs.  A.  was  finally 
discovered  on  a drinking  bout.  The  nurse  spent  the  better  part  of 
the  next  three  days  in  the  home,  as  follows: 

First  Day:  The  living  quarters  which  were  usually  immacu- 
lately neat  and  clean  were  in  a state  of  disorder.  Dirty 
dishes,  overflowing  ashtrays,  empty  bottles,  dirty  clothes  and 
evidence  of  vomiting  were  everywhere.  Mrs.  A.,  scarcely 
able  to  sit  up,  nauseated  and  groggy,  was  sprawled  half- 
dressed  on  the  chesterfield.  The  five-year-old  daughter, 
grotesquely  attired  in  what  she  could  find  for  herself,  was 
trying  to  forage  a lunch.  Seventeen-year-old  Donald  was  in 
bed,  trying  to  escape  the  whole  situation  by  convincing  him- 
self that  he  had  the  “flu”. 

The  nurse  put  on  a pot  of  coffee,  dressed  Dianne,  and 
arranged  with  the  landlady  to  provide  care  for  her  during 
the  day.  Donald  was  offered  sympathy  in  his  illness.  His 
temperature  was  taken  (which  was  normal),  he  was  encour- 
aged to  gargle  his  throat  (which  was  not  red)  and  then  we 
sat  down  for  a long  discussion.  He  related  in  detail  the 
events  leading  up  to  his  mother's  present  condition.  He  was 
encouraged  to  verbalize  his  feelings  surrounding  this  episode 
and  then  attempts  were  made  to  help  him  see  his  mother  as 
a sick  woman,  rather  than  “bad”  or  intentionally  neglectful. 
With  encouragement  and  a little  concrete  assistance,  he  set 
about  to  clean  up  the  apartment.  Detailed  instructions  were 
left  with  him,  suggesting  he  get  as  many  fluids  as  possible 
into  his  mother,  and  he  was  reassured  that  the  nurse  would 
return  in  the  afternoon.  He  was  also  advised  to  call  his 
school  to  explain  his  absence  for  the  day. 

It  was  almost  a mother-child  relationship  between  the 
nurse  and  Mrs.  A.  during  the  first  day.  Firm,  sympathetic 
but  very  directive  assistance  was  offered.  Mrs.  A.  alter- 
nately cried  and  begged  for  help  then  would  turn  her  face 
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into  her  pillow  refusing  to  speak.  However,  with  encourage- 
ment, she  did  take  three  cups  of  coffee  and  agreed  to  co- 
operate with  her  son  in  taking  quantities  of  fluids  other  than 
alcoholic  beverages.  Upon  leaving,  contact  was  made  with  a 
social  worker  from  the  Alcoholism  and  Drug  Addiction 
Research  Foundation  for  further  advice  on  ways  of  handling 
this  situation.  It  was  suggested  that  Mrs.  A.  could  perhaps 
benefit  from  a referral  to  Alcoholics  Anonymous. 

That  afternoon  when  the  nurse  returned,  it  was  evident 
that  Donald  had  been  busy.  The  apartment  was  much 
tidier,  the  dishes  washed,  and  he  proudly  described  how  he 
had  withstood  his  mother’s  entreaties  for  more  alcohol. 
Donald  was  commended  for  his  efforts  but  he  needed 
prodding  again  before  he  called  his  school.  Mrs.  A.  was  still 
very  nauseated  but  more  composed.  The  work  of  Alcoholics 
Anonymous  was  described  and  she  indicated  considerable 
interest  in  seeking  their  help.  She  was  urged  to  give  them  a 
call,  and  was  reassured  that  the  nurse  would  return  the 
following  day. 

Second  Day:  Because  Mrs.  A.  was  in  the  throes  of  remorse 
and  guilt,  and  Donald  had  returned  to  school,  the  nurse 
decided  to  remain  in  the  home  for  the  day.  There  was  a 
gradual  return  to  the  nurse-patient  relationship  as  Mrs.  A. 
regained  the  ability  to  perform  essential  tasks  and  make 
decisions  for  herself.  She  had  called  the  A.A.  and  obtained 
an  appointment  for  that  afternoon.  Accompanied  by  the 
nurse,  Mrs.  A.,  still  weak,  nauseated,  pale  and  shaky,  was 
able  to  verbalize  some  of  her  problems  in  response  to  the 
understanding  and  kindly  enquiry  of  the  A.A.  worker. 
Arrangements  were  made  for  an  A.A.  member  to  contact 
Mrs.  A.  that  evening. 

Third  Day:  Provision  for  emotional  support  during  the  week- 
end became  a source  of  concern.  With  Mrs.  A.’s  consent, 
her  girl  friend  was  called  and  arrangements  made  for  her  to 
visit  Mrs.  A.  In  addition,  the  A.A.  worker  who  had  con- 
tacted her  planned  to  visit.  Home  visits  the  following  week 
were  planned  for  every  second  day.  The  next  month,  visits 
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were  made  each  week  with  the  interval  between  visits 

gradually  extended  to  once  per  month. 

Mrs.  A.  regained  her  health,  quit  her  job  and  applied  for 
Mother’s  Allowance.  She  attended  the  A.A.  meetings  regularly, 
although  at  first  she  was  unable  to  see  any  resemblance  between 
hers  and  the  problems  described  by  other  members.  She  sought 
counselling  for  Donald  through  Child  Adjustment  Services,  Board 
of  Education,  and  Donald  was  subsequently  referred  to  Big  Brothers’ 
Association.  During  the  first  few  weeks  following  Mrs.  A.’s  initial 
involvement  with  A.A.,  the  nurse,  private  doctor,  and  Mrs.  A.’s 
friend  worked  together  to  provide  as  much  emotional  support  as 
possible. 

Attempts  to  help  have  been  built  on  the  existing  positive  strengths 
of  Mrs.  A.  and  her  family  (i.e.  Mrs.  A.’s  intelligence,  motivation, 
dependency  needs,  ability  to  make  friends  and  her  willingness  to 
co-operate).  Mrs.  A.  has  frequently  become  discouraged  but  has 
not  returned  to  drinking  as  an  escape.  As  she  became  steadily  more 
interested  in  and  perhaps  dependent  upon  A.A.,  Mrs.  A.  partici- 
pated more  actively  in  the  meetings.  With  the  development  of  self- 
confidence  Mrs.  A.  began  giving  firmer  and  more  consistent  care  to 
the  children.  However,  she  is  very  energetic  and  needs  frequent 
reminders  that  when  overtired  physically,  and  when  diet  is  un- 
balanced, she  is  susceptible  to  colds  and  feelings  of  depression.  For 
Mrs.  A.,  home  visits  will  continue,  but  as  the  need  decreases  the 
visits  will  become  less  frequent. 

There  are  still  problems  in  the  relationship  between  Mrs.  A.  and 
Donald.  Although  successful  in  his  examinations,  Donald  did  not 
return  to  school  this  Fall,  choosing  instead  to  accept  employment 
at  $60.00  per  week  in  a “dead  end”  job.  Mrs.  A.  has  become 
increasingly  dependent  upon  him  both  financially  and  emotionally. 
Their  quarrels  over  lack  of  money  subsided  for  a time  after  Donald 
obtained  employment,  but  tension  in  the  home  is  again  high  because 
Donald  is  spending  a great  deal  of  time  and  money  on  his  first  girl 
friend.  The  nurse  has  again  suggested  that  Mrs.  A.  utilize  the 
counselling  services  of  the  Family  Service  Agency,  but  to  date  no 
appointment  has  been  made. 

Admittedly,  perhaps  Donald  was  reached  too  late  and  with  too 
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little  assistance,  and  one  wonders  how  this  could  have  been  pre- 
vented. His  problems  escaped  an  early  detection  within  the  school 
system,  partly  because  he  changed  schools  frequently  and  partly 
because  of  his  own  withdrawn  and  shy  behaviour.  At  present, 
Donald’s  return  to  the  school  system  is  unlikely  because  of  Mrs.  A.’s 
financial  dependence  upon  him.  The  occasional  late  afternoon  home 
visit  is  planned  to  maintain  contact  with  Donald.  As  yet  little 
Dianne  appears  to  be  a relatively  well  adjusted,  out-going,  boister- 
ous, husky,  cheerful  child.  The  public  health  nurse  at  Dianne’s 
school  has  been  notified  of  the  problem  in  the  home  and  is  on  the 
alert  to  step  in  and  offer  assistance  if  necessary. 

Hope  remains  that  Mrs.  A.  will  continue  to  gain  new  insight  and 
accept  further  counselling  and  hopefully  the  outcome  will  be  the 
development  of  a much  healthier  mental  health  pattern  than  that 
which  has  existed  in  this  family  for  three  generations.  ■ 


Miss  Marguerite  Williams,  Reg.  NT.,  was  recently  appointed 
to  the  Toronto  Clinic  of  the  Addiction  Research  Foundation 
as  public  health  nurse.  Her  function  is  to  explore  the  role  of 
the  public  health  nurse  in  relation  to  the  treatment  of  addic- 
tions — to  find  out,  in  the  beginning,  how  the  public  health 
nurse  sees  herself  in  relation  to  this  field.  From  this  the 
Foundation  hopes  to  learn  how  to  give  more  effective  support 
to  the  public  health  nurse. 

As  an  initial  step,  Miss  Williams  asked  various  agencies 
providing  public  health  nursing  service  for  stories  to  illustrate 
situations  in  which  such  nurses  are  working  with  families 
suffering  from  alcoholism. 


As  arc  families , so  is  society . If  well  ordered , well  instructed , and  well 
governed,  they  are  the  springs  from  which  go  forth  the  streams  of  national 
greatness  and  prosperity  — of  civil  order  and  public  happiness , 

— Thayer 
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Loneliness:  A Boy  on  a Bus 

by  Lotte  Dempsey  * 

LONELINESS  is  a boy,  16,  with  a lean,  intelligent  face,  fine 
blonde  hair  and  a broken  arm. 

He  looked  so  alone,  and  almost  defiantly  so,  that  1 chose  him 
for  my  seat  partner  when  I boarded  a bus  in  a sparsely  populated 
part  of  the  United  States  not  long  ago. 

I was  making  my  way  by  various  means  of  transportation  from 
Campobello  Island,  New  Brunswick  — a still  not  exactly  accessible 
spot  on  the  Atlantic  Coast,  to  Atlantic  City,  New  Jersey. 

This  was  the  bus  stretch.  The  kindly  owner  of  a motel  where  1 
stayed  had  driven  me  eight  miles  to  a roadside  stop  (there  were  no 
taxis).  Sure  enough,  along  the  little-travelled  way  rumbled  the  bus. 
and  I climbed  aboard,  the  driver  grumbling  a little  over  my  three 
bags  and  a typewriter. 

The  boy’s  blue  eyes  flashed  in  my  direction  and  carried  a “do 
not  disturb”  signal  which  apparently  other  arrivals  had  heeded,  for 
the  seat  beside  him  was  one  of  only  two  or  three  still  available. 

I sat  down  as  gently  and  unobtrusively  as  I could  and  left  him 
to  stare  fixedly  out  the  window.  His  right  arm  was  in  a cast  and 
sling;  brown,  strong  fingers  hanging  limp  and  in  obviously  unaccus- 
tomed immobility. 

Well,  if  you’ve  had  boys  of  your  own  you  can  feel  hurt  and 
withdrawal,  and  reach  out  to  meet  it  without  appearing  to. 

Yes,  the  broken  arm  had  put  an  immediate  stop  to  a hard-won 
summer  job  (there,  too,  it  was  difficult  to  get  holiday  work  if  you 
were  a high  schooler),  and  he  had  been  foolish,  slipping  and  falling 
in  an  awkward  way  during  a sandlot  game  of  baseball. 

But  that  wasn’t  what  had  drawn  the  tightened  lines  of  a chin 
held  too  high,  eyes  filled  with  too  much  pain,  taut  wariness  verging 
on  rudeness. 

But  then  it  came  — suddenly  and  with  relief,  and  a plea  for 
trust  and  understanding.  He  was  on  his  way  to  visit  his  father  in 
the  hospital. 

*Lotte  Dempsey  is  a feature  writer  for  The  Toronto  Daily  Star.  The  above  article 
originally  appeared  in  her  column  of  September  17,  1964,  and  is  reproduced  here 
by  special  permission. 
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His  father  was  an  alcoholic;  and  he  hastened  to  explain  that  his 
mother  had,  over  all  these  years,  pointed  out  very  carefully  and 
gently  to  her  sons  that  this  was  a disease,  and  not  his  father’s  fault. 

That  his  father’s  mother  hadn't  expressed  enough  love  for  him 
when  he  was  a child,  and  so  that  lost  right  of  the  young  had  made 
him  drink  this  way  when  he  got  older;  because  he  himself  was 
tight-bound  and  found  giving  affection  difficult,  too. 

“He’s  a very  clever  man,”  the  boy  said,  watching  hawklike  to 
see  whether  I was  prepared  to  understand.  “Very  clever.  And 
when  . . . when  he’s  not  ill  . . . he’s  wonderful  to  be  with.  Just 
wonderful  to  be  with.” 

But  there  was  an  undertone  of  bitterness.  Subconscious,  I 
thought.  He  doesn’t  know  it  shows  through. 

Then:  “I’ll  never  touch  the  stuff,  I can  tell  you.  Never,  never. 
I've  seen  what  this  kind  of  . . . illness  . . . can  do  to  my  mother. 
And  I’m  worried  about  my  brother.” 

The  boy  looked  at  me  with  a great  and  genuine  appeal. 

“It  doesn’t  need  to  be  like  that  with  Bill,  does  it?”  he  said.  “1 
mean,  he  doesn’t  have  to  have  the  illness  too?” 

We  talked  about  that  and  felt  he  didn’t.  We  talked  about  John’s 
dad,  too.  He  was  a professional  man  ...  a highly-skilled  and  able 
one.  In  spasms,  when  the  illness  wasn’t  too  bad,  he  earned  a very 
good  living.  But  since  his  field  dealt  with  humans  in  close  and 
important  association,  the  opportunities  were  becoming  less  and  less. 

“Then  we  came  to  live  where  we  do  . . . away  out  there  not  too 
far  from  where  you  got  on,”  he  said  dismally.  “And  my  father 
really  is  meant  to  be  a big-city  man, 

“He  used  to  take  me  to  see  paintings,  I remember;  and  hear 
music.  And  read  to  us  ...  in  the  times  . . . between.  He  was  very 
good  at  his  work.” 

John’s  stop  was  not  far  off.  He  was  going  to  visit  his  father  in 
the  psychiatric  ward,  and  said  last  time  he  had  been,  his  father  had 
talked  eagerly  about  getting  into  a trade  which  is  closely  allied  to 
his  profession  (I  assumed  practice  in  the  latter  was  not  now  pos- 
sible, or,  perhaps,  advisable.  One  needs  a steady  hand). 

He  was  going  to  help  . . . and  soon  his  dad  would  be  home  . . , 
and  . , . ■ 
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The  Multi-Problem  Family 

by  William  Poulton* 

MULTI-PROBLEM  families  have  always  existed  and  probably 
always  will.  They  comprise  upwards  of  20  per  cent  of  the 
total  of  indigent  families  seeking  welfare  aid.  Alcohol  is  the  single 
greatest  contributing  factor.  Our  experience  leads  us  to  conclude 
that  alcoholic  beverages  cause  poverty  rather  than  the  modern 
conclusion  that  poverty  drives  people  to  alcohol.  Children  follow 
in  the  parents’  footsteps  because  they  lack  facilities  to  improve 
themselves.  Cramped  living  quarters  resulting  from  inability  to  pay 
rent  precludes  the  possibility  of  adequate  homework  studies,  and 
thus  the  heavy  “drop  out”  averages  in  such  families. 

Of  course  there  are  multi-problem  families  in  the  higher 
echelons  of  society,  and  here  again  the  basic  breakdown  may  be 
traced  to  lack  of  sobriety.  Whilst  dire  need  rarely  exists  there  is 
often  the  need  for  a crutch  supplied  by  the  church  or  a psychiatrist. 

The  causes  behind  multi-problem  families  are,  of  course, 
numerous;  chronic  ill  health,  lack  of  education,  criminal  tenden- 
cies, sexual  abuses,  gambling,  debt,  overcrowding,  early  marriages, 
are  some  of  them,  But,  by  and  large  alcohol  is  the  single  greatest 
and  most  often  recurring  factor.  Indeed  alcohol  is  usually  the 
basic  cause  of  the  other  factors  named  above. 

Thank  God  it  is  not  an  impossible  situation.  Starting  out  with 
a will  to  “do  something  about  it”  and  adding  to  that  will  some 
material  aid  plus  an  acceptance  of  the  spiritual  power  always  avail- 
able from  God  the  Father,  we  have  seen  some  wonderful  trans- 
formations. 

The  social  worker  and  the  clergyman  must  not  be  discouraged 
by  the  small  percentage  of  success  in  this  field.  To  salvage  one 
family  a year  is  of  inestimable  value.  We  now  have  the  fourth  and 
fifth  generation  of  people  who  sprang  from  such  conditions  when 
William  Booth  started  the  Salvation  Army  in  1865.  Each  genera- 
tion has  been  able  to  build  on  the  spiritual  and  temporal  success 
of  the  previous  one.  ■ 

^Brigadier  Poulton  is  Welfare  Services  Director  of  The  Salvation  Army,  Toronto. 
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A Caseworker’s  View  of  Multi-Problem 
Families 

by  Robert  Tait , MS.W.  * 

FOR  many  years  society  has  been  troubled  by  families  with  a 
multiplicity  of  problems  which  seem  almost  to  defy  solution. 
Members  of  these  families  are  resistant  to  the  kind  of  help  offered 
to  them  and  again  and  again  they  appear  on  the  doorstep  of  helping 
agencies  requesting  aid  with  a crisis  situation.  Moreover,  the  pattern 
of  behaviour  difficulties  is  transmitted  from  one  generation  to  the 
next.  Such  families  have  been  labelled  “multi-problem  families”. 

Society  cannot  be  accused  of  failing  to  offer  help  to  multi- 
problem families.  Approximately  6 per  cent  of  the  total  number 
of  families  served  by  public  and  private  social  services  absorb  well 
in  excess  of  50  per  cent  of  the  human  and  material  resources  of 
these  agencies.  But  this  massive  investment  seems  to  all  intents  and 
purposes  in  vain.  There  are  those  who  say  that  it  is  not  possible 
to  help  such  families,  the  more  sophisticated  professional  people 
perhaps  dismissing  them  as  character  disorders  or  psychopaths.  In 
the  usage  of  some,  these  terms  appear  to  be  polite  synonyms  for 
hopeless.  Others  have  felt  that  the  method  of  offering  help  to  these 
families  may  be  at  fault. 

Particularly  in  the  last  decade  there  have  been  devised  and  put 
into  operation  a number  of  different  approaches  to  the  treatment 
of  multi-problem  families.  One  of  the  most  extensive  and  best 
publicized  studies  was  the  St,  Paul,  Minnesota,  project  which  began 
in  1948.  At  present  there  are  numbers  of  experimentally-oriented 
treatment  projects  using  somewhat  different  approaches  with  these 
families  under  way  in  the  United  States,  In  Canada  similar  projects 
are  currently  under  way  in  Vancouver,  Winnipeg,  London,  and 
Halifax, 

The  London  Famify=Centered  Project 

The  London  Family-Centered  Project  was  initiated  in  the  Fall 

*Mr.  Tait  Is  a Senior  Social  Worker  with  the  London  Branch  of  the  Alcoholism 

& Drug  Addiction  Research  Foundation. 
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of  1963.  Its  stated  goals  were  to  see  if  existing  resources  could 
provide  more  effective  service,  to  provide  experiences  for  agencies 
in  working  together  on  such  cases;  to  systematically  compile  valid 
information  about  these  families  which  would  provide  a reliable 
guide  for  future  service  to  them. 

The  project  is  organized  under  the  auspices  of  the  United 
Community  Services  and  is  responsible  to  the  board  of  directors 
of  that  body.  It  is  financed  by  grants  from  two  charitable  founda- 
tions. Staffing  is  by  full-time  workers  from  the  public  health  and 
welfare  departments  and  from  the  Children’s  Aid  Society.  Part-time 
staff  have  been  loaned  to  the  project  by  two  family  agencies,  the 
John  Howard  Society,  the  Psychiatric  Research  Institute  for 
Children,  and  the  Alcoholism  and  Drug  Addiction  Research 
Foundation. 

Regular  weekly  meetings  of  project  staff  are  held.  In  these 
meetings  cases  carried  by  individual  workers  are  presented  and 
discussed.  These  meetings  have  proved  to  be  of  considerable  value 
not  only  for  the  immediate  case  but  also  for  their  contribution  to  a 
broader  appreciation  of  multi-problem  families. 

Which  Families  Are  Acceptable? 

Families  are  accepted  as  referrals  by  the  project  from  any 
recognized  communty  agency.  To  be  accepted  for  service  these 
families  must  satisfy  certain  criteria  — the  family  must  be  known 
to  at  least  three  agencies;  they  must  have  been  served  by  one  or 
more  of  these  agencies  for  at  least  three  years;  children  must  be 
in  clear  and  present  danger. 

Families  referred  to  the  project  by  agencies  are  screened  by 
a professional  advisory  committee  comprised  of  the  directors  of 
agencies  involved  in  the  project.  For  each  family  accepted  for 
service  by  the  project  staff,  one  family  is  assigned  to  a control 
group  which  will  not  be  treated  in  any  way  by  the  project  staff 
but  whose  lives  will  follow  the  normal  course  of  events  for  them. 
At  the  termination  of  the  project  changes  in  functioning  of  the 
families  in  treatment  in  the  project  and  changes  in  families  in  the 
control  group  will  be  compared.  By  this  means  chance  factors 
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which  affect  changes  in  families  outside  the  experimental  condition 
of  project  treatment  should  be  taken  into  account.  Both  treatment 
and  control  groups  are  to  contain  50  families. 

For  the  past  year  I have  been  spending  a day-and-a-half  a week 
as  a caseworker  in  the  London  Family-Centered  project.  Two 
families  have  been  assigned  to  me,  both  involve  situations  in  which 
alcohol  is  seen  as  a contributing  factor. 

From  my  experience  with  these  families  and  in  the  weekly 
seminars  of  project  workers  I propose  to  outline  some  of  the  out- 
standing characteristics  of  such  cases  and  their  implications  for 
treatment. 

Need  For  New  Approach 

One  of  my  strongest  impressions  is  that  it  is  almost  impossible 
to  conceive  of  the  traditional  once  or  twice  weekly  office  therapeutic 
approach  being  of  help.  One  of  the  characteristics  of  multi-problem 
families  is  that  they  have  been  extensively,  but  ineffectively,  en- 
gaged with  community  agencies.  The  analysis  of  the  nature  of 
their  involvement  and  what  they  tell  us  of  their  reactions  to  their 
contact  has  proved  to  be  most  informative. 

Such  analysis  reveals  that  these  families  have  been  involved 
with  community  agencies  around  specific  situations  which  repre- 
sented a crisis  to  the  family.  Once  this  specific  situation  was  in 
some  way  resolved,  any  further  contact  was  unlikely  until  another 
crisis  arose.  Indeed,  life  appears  to  be  a succession  of  overwhelm- 
ing difficulties  with  which  they  feel  unable  to  deal.  There  is  no 
evidence  that  they  had  learned  any  more  effective  ways  of  coping 
with  difficulties  from  their  experiences. 

The  goal  of  most  well-staffed  community  agencies  is,  while 
helping  with  the  practicalities  and  realities  of  a situation,  also  to 
help  people  understand  themselves  and  what  they  have  contributed 
to  their  difficulties.  In  this  way  a difficulty  can  be  used  as  a 
learning  and  maturing  experience  to  enable  such  people  to  cope 
more  adequately  with  ensuing  difficulties.  Even  in  situations  where 
a conscientious  effort  to  do  this  was  made  there  was  no  evidence 
of  success,  and  contact  between  the  agency  and  family  was  broken. 
Appointments  were  made  but  not  kept. 
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Our  experience  indicates  that  they  find  it  almost  impossible 
to  verbalize  their  feelings  and  to  think  in  abstract  terms  about  them. 
It  seems  that  in  large  part  it  is  the  ability  to  do  this  which  makes 
the  use  of  the  traditional  interview  situation  possible.  These  families 
define  their  needs  in  terms  of  help  in  dealing  with  a reality  which 
is  pulling  them  under.  Failure  to  provide  help  with  a need  as  they 
see  it,  is  defined  by  them  as  misunderstanding  or  rejection.  In 
discussing  with  them  their  perceptions  of  their  contacts  with  agen- 
cies, it  seems  that  they  often  felt  they  had  obtained  some  kind  of 
direction  about  what  to  do  but  were  not  helped  in  the  actual  doing 
of  it. 

Case  History 

In  one  of  the  families  which  I am  treating  Mrs.  S.  has  a life- 
long history  of  severe  depressive  feelings.  On  two  occasions 
exacerbation  of  her  underlying  depression  resulted  in  admission 
to  the  psychiatric  wards  of  general  hospitals  with  agitated  depres- 
sions. Mrs.  S.’s  condition  was  aggravated  by  her  pathological  and 
mutually  destructive  relationship  with  her  extremely  immature 
husband  who  throughout  their  difficulties  flatly  refused  to  become 
involved  in  any  way  in  treatment.  It  was  the  unanimous  opinion 
of  all  psychiatric  and  social  work  services  that  a separation  from 
her  husband  was  an  indispensable  prerequisite  for  improvement 
and  she  had  been  strongly  advised  to  follow^  through  with  a separa- 
tion. My  own  diagnosis  was  in  agreement  with  this. 

Mrs.  S.,  herself,  felt  that  a separation  was  in  her  best  interests. 
However,  the  realities  of  making  the  move  were  overwhelming  to 
her.  A retreat  into  depression  and  ultimately  into  a psychiatric 
ward,  as  previously,  was  perhaps  a less  effective  way  of  coping 
with  her  situation  but  represented  an  easier  and  what  seemed  to 
her  a more  possible  answer  to  her  difficulties.  At  this  point,  I 
should  perhaps  make  clear  that  this  woman  is  not  retarded.  Her 
difficulties  are  emotional  rather  than  intellectual  ones. 

Res@lufi©rt  ©f  Reality  Problems 

If  multi-problem  families  are  to  be  helped,  it  is  necessary  to 
participate  with  them  in  the  resolution  of  their  reality  problems. 
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This  means  such  things  as  going  to  the  Welfare  Department  with 
them  to  arrange  for  financial  assistance,  accompanying  them  to 
rental  agencies,  helping  them  to  make  moving  arrangements,  as  was 
done  with  Mrs.  S.  By  working  through  perhaps  a number  of 
crises  not  for,  but  with  families,  the  worker  can  help  the  family 
learn  to  cope  more  adequately  with  difficulties. 

Also,  the  outcome  of  this  kind  of  action  by  the  worker  invari- 
ably seems  to  result  in  the  client  becoming  extremely  dependent 
on  him.  It  is  generally  agreed  in  psychotherapy  that  the  medium 
through  which  change  occurs  in  treatment  is  the  relationship  be- 
tween the  client  and  the  therapist.  Once  this  dependency  relation- 
ship between  worker  and  family  is  established  it  is  felt  that  if  it  is 
used  skilfully,  change  in  the  way  of  functioning  may  well  be 
possible. 

These  families  are  composed  of  severely  emotionally  deprived 
people  whose  dependency  needs  have  never  been  met.  They  want 
people  to  care  for  them,  and  in  many  instances  it  appears  that 
they  force  agencies  to  do  so  by  the  precipitation  of  crises.  It  is 
important  for  them  to  feel  that  people  do  care  about  them  without 
it  being  necessary  to  force  proof  of  such  concern.  Accordingly,  it 
seems  of  paramount  importance  that  a worker  continue  on  in  re- 
lationship beyond  the  crisis  situation. 

Limit-Setting  Essential 

Yet  a close  relationship  with  another  person  is  extremely 
threatening.  If  they  become  dependent  upon  the  caseworker  this 
exposes  them  to  the  danger  of  experiencing  anew  the  hurt  of 
rejection  and  abandomnent.  Before  they  can  begin  to  risk  them- 
selves in  a relationship  they  must  extensively  test  out  the  worker’s 
concern  for  them.  They  do  this  by  making  extensive  demands  upon 
him.  Faced  with  these  demands  it  is  important  that  the  caseworker 
clearly  define  for  himself  what  demands  it  is  therapeutic  for  him 
to  meet  and  define  these  with  the  family.  If  he  is  to  be  effective 
therapeutically  the  worker  must  not  let  himself  be  simply  man- 
ipulated and  exploited.  The  effective  use  of  limit-setting  in  the 
context  of  a good  relationship  with  a worker  can  enable  the  family 
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to  separate  out  rejection  of  their  demands  from  rejection  of  them- 
selves as  people.  This  is  an  important  distinction  which  they  do 
not  seem  to  have  made. 
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Even  when  the  family  develops  a greater  feeling  of  trust  in 
the  worker  they  find  it  tremendously  threatening  to  becoming  fully 
involved  in  looking  at  and  trying  to  understand  themselves.  As 
people  they  feel  inadequate  and  unworthy,  and  fear  that  in  atempt- 
ing  to  understand  themselves  they  may  only  confirm  their  negative 
self-concept.  They  fear  that  when  the  worker  understands  them 
better  he  too,  may  reject  them. 
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Agency  Structures  Are  Handicaps 


It  is  therefore  extremely  difficult  to  establish  an  effective 
relationship  with  a multi-problem  family.  The  very  structure  of 
agencies  set  up  to  provide  service  to  certain  types  or  categories  of 
need  seems  to  be  a handicap  to  the  provision  of  effective  help  to 
this  group*  When  an  agency,  involved  with  a family,  encounters 
a problem  which  does  not  fall  within  the  frame  of  reference  within 
which  it  operates,  the  tradition  has  been  to  refer  the  family  to 
another  agency  whose  frame  of  reference  includes  that  particular 
problem.  Numbers  of  families  in  the  project  here  enquired  of  their 
worker  when  he  was  going  to  tell  them  that  for  some  reason  or 
other  they  were  no  longer  eligible  for  service  by  the  project.  This 
sort  of  experience  seems  to  have  happened  to  a great  many  in  the 
past  and  was  interpreted  by  them  as  rejection.  A searching  look 
at  the  community  organization  of  these  services  would  seem  to 
be  in  order. 

When  families  are  able  to  move  to  a stage  of  meaningful 
involvement  with  a worker  they  tend  to  express  their  feelings  of 
confusion  about  interpersonal  relationships.  They  tend  to  relate 
to  other  people  in  a manipulative  way  and  expect  other  people 
to  relate  in  a similar  way  to  them.  Following  her  separation  Mrs. 
S.  made  it  very  clear  to  her  husband  that  he  must  involve  himself 
in  an  attempt  to  look  at  his  personal  difficulties  which  contributed 
to  their  problems  in  marriage,  as  she  was  doing  with  hers,  before 
she  would  consider  any  question  of  a reconciliation.  Mr.  S.  reluc- 
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tantly  agreed  to  this  and  after  some  months  of  separation  they 
are  making  a try  at  living  together  again.  The  way  they  attempt 
to  manipulate  each  other  in  their  relationship  is  clearly  evident  and 
they  themselves  now  seem  to  he  aware  of  this  as  a pattern. 

Parents  Transmit  Unhealthy  Attitudes 

Individually,  both  Mr.  and  Mrs.  S.  give  numbers  of  examples  of 
the  transmission  of  unhealthy  attitudes  to  them  by  their  parents.  In 
both  instances  there  was  the  constant  reiteration  of  the  view  that 
people  cannot  be  trusted  and  that  words  and  actions  are  mutually 
contradictor}.  There  was  a further  pattern  of  almost  complete 
inconsistency  in  the  reactions  of  their  parents  to  them.  The  result 
was  that  parental  behaviour  was  unpredictable;  consequently  they 
did  not  know  what  reaction  to  expect  to  their  own  behaviour.  As 
families  become  more  aware  of  the  inappropriateness  of  their 
behaviour  they  tend  to  seek  out  from  the  worker  his  attitudes  and 
feelings  and  to  move  in  the  direction  of  replacing  the  immature 
attitudes  and  standards  they  had  learned  from  their  parents  with  the 
hopefully  more  mature  ones  of  the  worker. 

In  this  connection,  it  is  of  interest  that  the  S.’s  are  identifying 
many  of  the  ways  they  are  relating  to  their  three  children  as  similar 
to  the  ways  in  which  their  own  parents  related  to  them.  Both 
parents  are  engaged  in  trying  to  work  out  and  put  into  effect  a more 
appropriate  way  of  relating  to  their  children.  Both  express  the 
feeling  that  they  do  not  want  their  children  to  become  the  sort  of 
adults  they  have  become.  This  suggests  the  hope  that  something  can 
be  done  to  prevent  the  formation  of  more  multi-problem  families  in 
the  next  generation. 

Conclusions 

In  this  article  I have  attempted  to  set  down  some  tentative 
observations  about  multi-problem  families,  based  on  my  experience 
and  that  of  other  workers  in  the  London  Family-Centered  Project. 
It  seems  clear  that  for  a number  of  reasons  the  orthodox  methods 
have  failed  to  help.  There  is  some  suggestion  that  the  provision  of 
more  effective  help  involves  not  only  a change  in  the  way  individual 
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workers  offer  help  to  them,  but  also  in  the  way  community  services 
are  organized  to  meet  need.  Because  of  their  unmet  dependency 
needs  and  other  early  life  experiences,  the  needs  of  these  families 
and  the  demands  they  make  on  workers  and  agencies  are  tremen- 
dous. They  can  be  helped  only  by  the  most  intensive  and  extensive 
efforts.  The  degree  to  which  such  effort  provided  in  the  London 
project  and  other  projects  is  effective,  and  perhaps  the  development 
of  yet  more  helpful  and  imaginative  approaches  to  the  problem  of 
multi-problem  families  awaits  further  study.  ■ 


Behaviour  Therapy 

by  Milo  Tyndel,  M.D. , Ph.D* 

THE  term  behaviour  therapy  was  coined  by  Eysenck  (2)  who 
defined  it  as  the  application  of  the  principles  of  modem  learn- 
ing theory  to  the  treatment  of  neurotic  disorders.  It  is  based  on 
Pavlov’s  classical  work  on  conditioned  reflexes.  In  the  process  of 
learning  through  conditioned  responses,  Ivan  Petrovich  Pavlov  (sc) 
(1849-1936)  distinguished  three  basic  phenomena: 

(1)  Conditioning  (simple  or  classical),  a process  whereby 
an  essentially  neutral,  irrelevant  stimulus  releases  an 
instinctual  act  after  it  has  been  repeatedly  presented  to 
the  animal  together  with  an  inborn  or  already  acquired 
releaser.  If  the  animal  is  rewarded  by  being  given  the 
opportunity  to  perform  a consummatory  act  — for 
instance,  eating  or  drinking  each  time  he  performs 
some  irrelevant  act  — the  animal  learns  to  perform  this 
irrelevant  act  whenever  he  feels  the  need  for  the  reward. 
This  type  of  learning  is  called  instrumental  or  operant 
conditioning . A preliminary  signal  is  always  necessary 
before  the  sequence  of  processes  is  possible.  An  animal 

*Dr.  Tyndel  is  a Senior  Psychiatric  Consultant  with  the  Alcoholism  & Drug 
Addiction  Research  Foundation  in  Toronto. 
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becomes  familiar  with  his  surroundings  under  the  influ- 
ence of  curiosity,  in  the  sense  of  appetive  manipulatory 
and  exploratory  acts.  This  type  of  learning  is  called 
latent  learning.  The  information  gained  by  latent  learn- 
ing is  in  the  service  of  a variety  of  instinctual  patterns 
as  orienting  information  or  learned  performances. 
Whenever  an  animal  observes  another  animal  of  the 
same  species  performing  an  instinctual  act,  it  may 
emulate  this  animal  and  perform  the  same  act.  This 
phenomenon  is  called  social  facilitation.  These  pheno- 
mena just  mentioned  involve  the  transference  of  an 
acquired  response  to  other  stimuli  and  situations  and 
are  referred  to  as: 

(2)  Generalization. 

(3)  Extinction  — which  consists  of  the  loss  of  an 
acquired  response  on  repeated  presentation  of  the 
conditioned  stimulus  without  periodic  re-enforce- 
ment. 

The  work  of  Pavlov  was  continued  and  expanded  by  a number 
of  researchers,  among  them  Walton, (13)  Hull,(6)  Mowrer,(9) 
Gantt, (5)  Eysenck,  (2)  Wolpe,(14)  Skinner(n)  and  others.  Watson 
attempted  to  make  psychology  a purely  objective  science  by  regard- 
ing it  as  the  study  of  behaviour  without  using  mental  concepts  and 
consciousness.  He  believed  that  all  learning,  including  that  involved 
in  the  establishment  of  the  central  psychological  functions,  will 
eventually  be  explained  by  his  utilization  of  physiological  concepts 
(receptor  functions,  effector  functions  and  conditioning)  instead  of 
the  traditional  mental  concepts  (sensations,  images  and  feelings). 

According  to  Mora(8)  many  complex  factors,  among  them  the 
influence  of  psychoanalysis  and  reciprocal  mistrust  between  Ameri- 
can and  Russian  psychologists,  are  apt  to  explain  the  general  rejec- 
tion of  psychotherapeutic  techniques  based  on  Pavlov’s  conditioned 
reflex  methodology  in  America.  In  his  view,  the  formulations  of 
the  learning  theories  failed  to  explain  the  very  essence  of  the 
psychological  phenomena,  viz.,  the  emotional  condition  of  the 
person  due  to  the  interplay  of  internal  events  and  of  external 
resonances.  He  feels  that  this  failure  accounts  for  the  disinterest  of 
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many  psychiatrists  in  the  psychotherapeutic  approach  based  on  ( 
learning  theory  in  an  historical  period  characterized  by  emphasis  on 
the  unconscious  processes  underlying  human  activity. 

However,  in  recent  years  increasing  interest  was  shown  to  the 
principle  and  practice  of  behaviour  therapy  both  in  England  and  on 
the  North  American  continent  — in  addition  to  the  countries  behind 
the  Iron  Curtain.  It  appears,  therefore,  worthwhile  to  get  thoroughly 
acquainted  with  the  theory  and  practice  of  behaviour  therapy  in  the 
fields  of  research  and  clinical  medicine. 

Behaviour  Therapy  — Theory  and  Practice 

Eysenck(2)  defines  neurotic  symptoms  as  “unadaptive  condi- 
tioned autonomic  responses,  or  the  skeletal  and  muscular  activities 
instrumental  in  moderating  these  conditioned  autonomic  responses”. 

He  is  opposed  to  psychoanalytic  theory  which  views  neurotic  symp- 
toms as  adaptive  mechanisms  which  are  evidence  of  repressed 
emotional  conflicts.  Learning  theory  does  not  accept  unconscious 
causes  underlying  neurotic  symptoms.  Rather,  it  regards  neurotic 
symptoms  as  simple  learned  habits.  There  is  no  neurosis  underlying 
the  symptom  but  merely  the  symptom  itself.  The  proponents  of 
behaviour  therapy  believe  that  the  neurosis  can  be  eliminated  by 
getting  rid  of  the  symptom. 

Behaviour  therapy  consists  essentially  in  the  extinction  of  auto- 
nomic, skeletal  and  muscular  responses.  Wolpe’s(14)  method  of 
counter-conditioning  or  reciprocal  inhibition  is  regarded  as  the  most 
useful  and  important  method.  According  to  the  nature  of  the  • 
neurotic  symptom,  Wolpe’s(14)  method  takes  two  forms: 

(1)  In  the  case  of  dysthymia  (anxieties,  phobias,  depression, 
obsessive-compulsive  reactions,  etc. ) , it  is  assumed  that  the  condition 
consists  of  conditioned  sympathetic  reactions.  The  treatment  consists 
of  reconditioning  the  stimulus  to  produce  parasympathetic  reactions 
which,  being  antagonistic  to  the  sympathetic  reactions,  will  weaken 
and  finally  extinguish  them. 

(2)  If  the  symptom  is  of  a socially  disapproved  type  in  which 
the  conditioned  stimulus  causes  parasympathetic  responses  (alcohol- 
ism. homosexuality  and  other  sexual  deviations)  or  in  the  complete 
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absence  of  an  adequate  conditioned  response  (bed-wetting,  psycho- 
pathic behaviour),  the  treatment  consists  in  pairing  the  stimulus  in 
question  with  strong  aversive  stimuli  producing  sympathetic  reac- 
tions (aversion  therapy).' 

Therapeutic  Techniques 

A great  variety  of  therapeutic  techniques  have  been  devised  to 
treat  various  neurotic  symptoms  and  it  would  be  impossible  to 
present  them  in  detail.  Only  a few  general  examples  of  methods 
used  within  the  framework  of  behaviour  therapy  can  be  given  in 
this  paper. 

Fears  in  children  can  be  eliminated  by  the  method  of  direct 
conditioning,  namely,  by  associating  the  fear-object  with  a craving- 
object,  thus  replacing  the  fear  by  a positive  response.  Another 
method  to  cure  fear  is  that  of  social  imitation  whereby  the  child  is 
allowed  to  share,  under  controlled  conditions,  the  social  activity  of 
a group  of  specially  chosen  children  with  a view  to  prestige  effect. 

The  method  of  reciprocal  inhibition  requires  a careful  history 
of  the  patient’s  life  and  background.  Based  on  this  information  a 
variety  of  “responses”  are  used  to  meet  specific  needs  of  the 
individual  patient  and  his  condition. 

Assertive  responses  are  used  mainly  in  situations  which 
occur  spontaneously  in  the  normal  course  of  the  patient’s 
life. 

Sexual  responses  are  used  in  those  cases  in  which  anxiety 
responses  have  been  conditioned  to  various  aspects  of  sexual 
situations. 

Relaxation  acquired  through  exercise,  at  times  combined 
with  hypnotic  techniques,  appears  to  be  helpful  in  the  treat- 
ment of  various  neurotic  disorders.  The  therapist  constructs 
an  “anxiety  hierarchy”,  which  is  a list  of  stimuli  to  which 
the  patient  reacts  with  unadaptive  anxiety.  Under  relaxation 
the  patient  is  asked  to  imagine  a scene  embodying  the 
feeblest  member  of  his  anxiety  hierarchy  which  in  turn  is 
presented  to  him  followed  by  stronger  anxiety-provoking 
scenes.  After  several  sessions  of  this  kind  of  desensitization 
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the  patient  can  accept  the  highest  items  of  his  anxiety  heir- 

archy  without  disturbance. 

Among  the  conditioned  avoidance  responses,  I would  like  to 
mention  the  conditioned  inhibition  of  anxiety  through  a dominating 
motor  response,  conditioning  of  “anxiety-relief”  responses,  feeding 
responses,  respiratory  responses,  interview  induced  emotional  re- 
sponses and  abreaction. 

Alcoholism  and  Anxiety 

Turning  to  the  field  of  alcoholism,  there  is  a well  established 
pattern  in  the  relief  which  the  ingestion  of  alcohol  can  bring  about 
in  anxiety.  Once  this  relief  is  found,  the  method  of  obtaining  relief 
is  practiced  repetitively  and  becomes  overlearned.  In  contrast  with 
the  delayed  re-enforcement  of  other  adaptive  actions  for  obtaining 
relief  of  the  anxiety  the  re-enforcement  — namely,  the  relief  of 
anxiety  — is  immediate.  The  conditioned  reflex,  drinking,  progres- 
sively narrows  down  the  area  of  response  choices  to  this  one 
response  for  the  widest  range  of  stimuli  period.  As  the  conditioned 
reflex  is  essentially  nonadaptive,  ultimately  it  contributes  to  the 
perpetuation  of  the  anxiety  to  which  it  has  become  a response. 

In  the  framework  of  behaviour  therapy,  attempts  were  made  to 
cure  the  addiction  to  alcohol  through  reconditioning.  In  most 
instances  this  process  is  based  on  aversion  to  the  taste,  smell  and 
sight  of  alcohol  by  pairing  the  latter  with  highly  unpleasant  sensa- 
tions and  impressions,  such  as  the  effects  of  apomorphine,  Anta- 
buse, Temposil,  etc.  Recently  Laverty,(7)  Sanderson  and  Campbell 
used  a drug  causing  temporary  muscle  paralysis  to  evoke  aversion 
against  alcohol  based  on  the  psychological  affect  of  the  scare 
associated  with  the  thought  of  becoming  paralyzed.  At  the  present 
time  I am  studying  the  effects  of  conditioning  by  using  a chemical 
substance  which,  as  such,  is  harmless  but  may  evoke  unpleasant, 
though  still  innocuous  responses  if  combined  with  the  ingestion  of 
.alcohol. 

Behaviour  Therapy  vs.  Psychotherapy 

It  may  be  interesting  to  mention  the  comparison  the  proponents 
of  behaviour  therapy  are  making  between  this  type  of  therapy  and 
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psychotherapy  based  on  psychoanalytic  theory.  While  psychotherapy 
is  based  on  inconsistent  theory  which  was  never  properly  formulated 
in  postulate  form,  behaviour  therapy  is  based  on  consistent,  prop- 
erly formulated  theory  leading  to  testable  deductions.  Psychotherapy 
is  derived  from  clinical  observations  made  without  control  observa- 
tions or  experimentation.  Symptoms  are  considered  as  the  visible 
upshot  of  unconscious  causes  (complexes),  as  evidence  of  repres- 
sion; and  as  determined  by  defense  mechanisms. 

Behaviour  therapy  is  derived  from  experimental  studies.  Symp- 
toms such  as  unadaptive  conditioned  responses  are  considered  as 
evidence  of  faulty  learning;  as  determined  by  individual  differences 
in  conditionability  and  autonomical  ability;  and  by  accidental  en- 
vironmental circumstances.  While  psychotherapy  must  be  historically 
based,  and  cures  are  achieved  by  handling  the  unconscious  dynamics, 
behaviour  therapy  is  concerned  with  habits  existing  at  present,  and 
cures  are  achieved  by  treating  symptoms  themselves  by  extinguish- 
ing unadaptive  conditioned  responses  and  establishing  desirable 
conditioned  responses. 

Where  thus  dynamically  oriented  psychotherapists  think  that 
symptomatic  treatment  causes  elaboration  of  new  symptoms,  and 
that  transference  relations  are  essential  for  the  cure  of  neurotic 
disorders,  behaviour  therapists  are  of  the  opinion  that  symptomatic 
treatment  leads  to  permanent  recovery,  provided  autonomic  and 
skeletal  surplus  conditioned  responses  are  extinguished,  and  personal 
relations  between  the  patient  and  the  therapist  are  not  essential 
although  they  may  be  useful  in  certain  circumstances. 

Conclusions  on  Psychotherapy 

From  a survey  of  the  literature  dealing  with  the  effect  of 
psychotherapy  Eysenck (3)  derives  the  following  major  conclusions; 

(1)  “When  untreated  neurotic  control  groups  are  compared  with 
experimental  groups  of  neurotic  patients  treated  by  means  of  psycho- 
therapy,  both  groups  recover  to  approximately  the  same  extent. 

(2)  When  soldiers  who  have  suffered  a neurotic  breakdown  and 
have  not  received  psychotherapy  are  compared  with  soldiers  who  have 
received  psychotherapy,  the  chances  of  the  two  groups  returning  to  duty 
are  approximately  equal. 
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(3)  When  neurotic  soldiers  are  separated  from  the  Service,  their 
chances  of  recovery  are  not  affected  by  their  receiving  or  not  receiving 
psychotherapy. 

(4)  Civilian  neurotics  who  are  treated  by  psychotherapy  recover  or 
improve  to  approximately  the  same  extent  as  similar  neurotics  receiving 
no  psychotherapy. 

(5)  Children  suffering  from  emotional  disorders  and  treated  by 
psychotherapy  recover  or  improve  to  approximately  the  same  extent  as 
similar  children  not  receiving  psychotherapy. 

(6)  Neurotic  patients  treated  by  means  of  psychotherapeutic  proce- 
dures based  on  learning  theory,  improve  significantly  more  quickly  than 
do  patients  treated  by  means  of  psychoanalytic  or  eclectic  psychotherapy, 
or  not  treated  by  psychotherapy  at  all. 

(7)  Neurotic  patients  treated  by  psychoanalytic  psychotherapy  do 
not  improve  more  quickly  than  patients  treated  by  means  of  eclectic 
psychotherapy,  and  may  improve  less  quickly  when  account  is  taken  of 
the  large  proportion  of  patients  breaking  off  treatment. 

(8)  With  the  single  exception  of  the  psychotherapeutic  methods  based 
on  learning  theory,  results  of  published  research  with  military  and  civilian 
neurotics,  and  with  both  adults  and  children,  suggest  that  the  therapeutic 
effects  of  psychotherapy  are  small  or  non-existent,  and  do  not  in  any 
demonstrable  way  add  to  the  non-specific  effects  of  routine  medical 
treatment,  or  to  such  events  as  occur  in  the  patients’  everyday  experience.” 

Spontaneous  Remission 

Another  interesting  point  brought  to  the  psychiatrists'  attention 
by  Eysenck (4)  concerned  the  question  of  spontaneous  remission 
frequently  observed  in  various  neurotic  disorders.  Eysenck  claims 
that  psychoanalysts  and  psychoanalytically  oriented  psychotherapists 
seem  to  suggest  that  spontaneous  remissions  cannot  occur  or  if 
they  do  occur,  it  is  only  for  a very  short  term  duration.  On  the 
other  hand,  learning  theory  shows  that  the  extinction  of  neurotic 
symptoms  is  both  possible  and  permanent  as  the  natural  result  of 
the  conditioned  stimulus  in  the  absence  of  re-enforcement.  Con- 
sequently it  is  believed  that  all  neurotic  symptoms  are  subject  to 
extinction,  and  this  process  of  extinction  is  reflected  in  observable 
behaviour  in  the  form  of  spontaneous  remission. 

Transference 

While  the  importance  of  transference  was  denied  in  earlier 
writings  of  behaviour  therapists,  recently  the  presence:  of  transference 
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in  psychotherapy  is  being  accepted  — but  in  terms  of  learning 
theory.  The  psychoanalytic  theory  of  transference,  i.e.  the  develop- 
ment of  strong  emotional  feelings  on  the  part  of  the  patient  for  his 
therapist,  denotes  the  transference  of  childhood  emotions,  originally 
attached  to  the  patient’s  parents,  to  the  psychotherapist.  Learning 
theory  views  the  psychotherapist,  and  the  unknown  cause  of  the 
change  in  the  patient’s  condition  as  the  unconditioned  stimulus;  the 
improvement  and  its  attendant  emotions  are  seen  as  the  response. 
The  therapist  will  be  credited  with  the  properties  of  the  uncondi- 
tioned stimulus,  through  a process  of  classical  conditioning  and  the 
attitudes  and  emotions  appropriate  to  the  unconditioned  stimulus 
are  shifted  to  the  therapist. 

Integration  of  Theories 

Naturally  much  criticism  was  voiced  against  the  application  of 
learning  theory  in  psychotherapy,  particularly  with  regard  to  the 
extrapolation  of  the  results  of  animal  experimentation  to  man. 
One  of  the  main  arguments  may  be  that  it  is  assumed  that  behaviour 
is  expressed  and  controlled  by  psychic  function.  We  are  not  certain 
to  what  extent  this  holds  true  of  animals.  Another  point  is  that  we 
compare  only  the  overt  behaviour  of  man  and  not  his  psychic 
function,  directly  with  the  behaviour  of  animals.  Other  arguments 
brought  forward  against  apparently  exaggerated  claims  of  cures, 
shorter  duration  of  treatment  and  particularly  the  undue  publicity 
given  to  the  cures  obtained  by  behaviour  therapy  (Tyndel)  (12) 
were  countered  with  highly  emotional  remarks.  On  the  other  hand, 
the  eminent  psychoanalyst,  Franz  Alexander,  (*)  felt  free  to  express 
his  conviction  that  the  psychotherapeutic  process  can  be  best  under- 
stood in  terms  of  learning  theory.  In  his  words,  “at  the  present,  we 
are  witnessing  the  beginnings  of  a most  promising  integration  of 
psychoanalytic  theory  with  learning  theory,  which  may  lead  to 
unpredictable  advances  in  the  theory  and  practice  of  the  psycho- 
therapies.” 

Conclusion 

In  conclusion,  I feel  that  much  progress  can  be  expected  from 
learning  theory  and  its  practical  application  in  the  framework  of 
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behaviour  therapy  without,  however,  neglecting  the  extremely 
important  contributions  psychoanalysis,  has  made  in  the  advance- 
ment of  psychology  and  psychiatry  in  our  time.  ■ 
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The  Multi-Problem  Approach  to  Alcoholism 

by  Imre  Nemeth , B.A.,  M.S.W* 

IN  every  day  clinical  contact  with  alcoholics,  no  matter  how  hard 
we  try  to  concentrate  on  the  pathological  drinking  behaviour, 
sooner  or  later  we  become  impressed  with  the  multiplicity  of  prob- 
lems these  patients  present.  During  diagnosis  or  treatment,  we  often 
face  questions  like  — What  type  of  drinking  pattern  is  this?  Is  it 
really  alcoholism?  What  are  the  underlying  problems?  How  do 
family  relationships  influence  the  drinking  pattern?  How  many 
other  problems  are  associated  with  the  alcoholic  pattern? 

Each  of  these  questions  implies  some  theoretical  frame  of  refer- 
ence — sometimes  conflicting  with  each  other.  However,  if  we 
want  to  avoid  confusion  and  undue  hesitation  in  getting  on  with  the 
treatment,  we  have  to  select  one  of  these  frameworks  and  act 
according  to  our  best  judgment  within  its  confines.  Nevertheless, 
we  often  find  that  we  are  dealing  with  more  and  more  aspects  of 
the  individual’s  life  in  search  of  a solution  to  his  alcohol  problem. 

This  is  inevitable.  We  claim  that  we  deal  with  the  whole  person, 
and  none  of  the  helping  professions  will  renounce  this  claim.  In 
practice,  obviously  this  is  not  quite  possible.  The  whole  person  is 
very  complex  and  sometimes  an  unreachable  entity.  But  we  still 
want  to  keep  in  mind  that  we  are  not  dissecting  a person,  but  rather, 
we  are  always  taking  into  consideration  his  whole  field  of  existence. 
Let  us  see  four  possible  approaches  to  our  problem. 

The  Concept  of  “Alcoholisms™ 

Pathological  drinking  patterns  are  not  uniform.  As  Jellinek 
pointed  out,  if  we  wanted  to  cover  all  the  possible  variations  of 
alcoholism,  we  could  use  up  all  the  letters  of  the  Greek  alphabet 
and  therefore  we  should  speak  of  alcoholisms . The  manifestations 
of  pathological  drinking  are  so  diverse,  and  their  apparent  causes 
and  effects  so  puzzling,  that  sometimes  we  wonder  whether  they 
should  be  called  the  same  name.  The  most  inclusive  of  definitions, 

*Mr.  Nemeth  is  a Senior  Psychiatric  Social  Worker  with  the  Alcoholism  & Drug 
Addiction  Research  Foundation,  East  Toronto  Clinic. 
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that  of  the  World  Health  Organization,  is  too  vague  and  clinically 
almost  useless.  What  damage  is,  is  culturally  determined,  and  some 
cultures  or  subcultures  even  attach  rewards  to  some  damage  inflicted 
on  oneself  or  others.  However,  within  the  confines  of  our  Western 
culture,  we  assume  that  the  individual  who  loses  his  ability  to  master 
his  environment  is  defective  and  we  judge  alcoholism  also  in  these  ? 
terms. 

Alcoholism  and  the  Multi-Problem  Family 

As  we  mentioned  before,  most  clinicians  who  deal  with  the 
alcoholic  are  impressed  with  the  numerous  problems  which  seem  to 
be  associated  with  the  alcoholic  pattern.  The  “typical  alcoholic”  is 
still  often  pictured  as  a person  who  is  on  skid  row  or  is  a potential 
candidate  for  it.  Even  the  non  skid-row  alcoholic  would  be  assumed 
to  have  numerous  problems  like  difficulties  in  marital  relationships, 
financial  problems,  and  underlying  psychiatric  illnesses.  Therefore, 
we  would  assume  that  in  any  given  caseload  of  alcoholics,  we  would 
find  a substantial  number  of  multi-problem  families. 

In  spite  of  the  difficulties  of  definition,  the  multi-problem  family 
is  a rather  well  circumscribed  social  work  concept.  There  are 
numerous  studies  which  deal  with  the  multi-problem  family,  and 
there  are  different  approaches  to  definition,  but  it  seems  that  they 
all  have  one  or  several  of  the  following  characteristics  in  common: 

( 1 ) Chronic  economic  dependency,  sometimes 
measured  in  terms  of  service  by  several  social 
agencies  at  the  same  time. 

(2)  An  exploitive  attitude  toward  the  community. 

(3)  Family  disorganization,  often  characterized  by 
the  mother-centred  family  with  the  father 
absent,  or  several  male  figures  taking  the  father’s 
role  consecutively. 

(4)  Chronic  physical  illness. 

(5)  Chronic  mental  illness,  psychosis,  or  mental 
retardation. 

(6)  Chronic  behaviour  disorders,  like  delinquency, 
criminal  behaviour,  cruelty  to  children,  exces- 
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sive  drinking,  gambling,  obvious  lack  of  stand- 
ards in  housekeeping  and  in  human  relation- 
ships^1) 

The  Multi-Problem  Person  and  Alcoholism 

It  is  well  known  that  among  alcoholics  there  are  many  people 
who  are  divorced  or  temporarily  separated,  and  there  are  unmar- 
ried people  who  are  older  than  the  average  single  person.  In  itself, 
this  fact  does  not  signify  much  — people  might  have  perfectly 
legitimate  reasons  for  not  being  married  or  for  being  separated. 
Others  are  unemployed,  unbelievers,  or  in  other  ways  unconven- 
tional. Most  psychiatric  theories  assume  a rather  high  correlation 
between  prevalent  mores  of  society  and  mental  health.  These 
theories  usually  see  a social  deviation  from  a given  social  norm  as  a 
sign  of  possible  mental  illness  or  neuroticism. 

It  is  not  our  task  to  dispute  whether  or  not  this  contention  is 
valid  but  rather  to  outline  a set  of  criteria  which  could  possibly 
measure  problems  co-existing  with  alcoholism  in  the  afflicted  person. 
These  criteria  are  psycho-social  and  more  subtle  than  those  in  the 
previous  chapter: 

1 . Relationship  to  self  — 

(a)  a marked  tendency  toward  dominance,  self-righteousness, 
over-estimation  of  self. 

(b)  marked  tendency  to  anxiety,  self-effacement,  under-valua- 
tion of  self. 

(c)  marked  tendency  to  depression,  isolation,  disassociation 
from  the  self  and  lack  of  intergration  within. 

2.  Relationship  to  the  immediate  environment  — to 

(a)  parents;  siblings;  children;  marital  partner. 

(b)  the  meanings  and  directions  of  these  relationships. 

3.  Relationship  to  broader  environment  — 

(a)  adequate  role  fulfilment  as  employer,  employee,  com- 
panion, etc. 

(b)  adequate  role  functioning  in  the  realm  of  sex,  age,  class, 
etc. 
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4.  Relationship  to  the  world  at  large  — 

(a)  philosophy  of  life  in  general  — a stoic,  hedonistic,  com- 
passionate or  heroic  view  of  life,  or  one  based  on  law  and 
order  in  a hierarchial  or  give-and-take  basis. 

(b)  spiritual  or  religious  orientation. 

Quite  obviously  if  we  investigate  a person’s  life  in  all  these 
realms,  there  are  bound  to  be  numerous  value  judgments,  but  again, 
we  would  trust  that  a multi-problem  person  would  differ  from  those 
who  are  merely  non-conformists.  Furthermore,  we  would  not  judge 
a person,  for  example,  by  his  denomination,  but  rather  by  the 
presence  or  absence  of  an  intelligent  conviction  about  the  particular 
subject. 
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Process  Alcoholism 

Another  approach  classifies  the  alcoholic  according  to  the 
apparently  progressive  steps  through  which  alcoholism  develops  — 
blackouts,  hangovers,  morning  drinking,  inability  to  stop,  delirium 
tremens,  and  so  on.  The  alcoholic  process  is  seen  as  compulsive, 
passing  from  relatively  controlled  but  heavy  intake  to  loss  of  control, 
addiction  and  total  collapse.  It  is  assumed  to  be  irreversible  which 
can  be  arrested,  usually  at  the  penultimate  stage,  but  cannot  be 
cured. 

Discussion 
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Thus  we  have  here  the  rough  outline  of  criteria  for  four  main 
views  about  alcoholism  — 

1.  Jellinek’s  several  kinds  of  '‘alcoholisms”  on  the  basis  of 
vulnerability  and  damage. 

2.  The  “down-and-out”  family  or  skid-row  alcoholic. 

3.  The  psyehiatrically  determined  alcoholism. 

4.  The  view  that  alcoholism  is  a progressive  physical  disease 
entity. 

It  is  quite  obvious  that  the  nature  of  alcoholism,  or  the  question 
whether  alcoholism  is  connected  with  other  problems,  or  whether  it 
is  in  itself  several  problems  depends  on  the  criteria  by  which  we 
define  it.  This  becomes  obvious  if  we  compare— e.g.  the  concept  of 
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the  multi-problem  family  with  the  concept  of  what  we  call  the 
multi-problem  person.  The  first  expression  — multi-problem  family 
— became  a rather  narrow  technical  term  for  social  workers  who 
wanted  to  distinguish  the  completely  helpless  and  dependent  families 
on  social  welfare  from  those  who  needed  occasional  help  only.  By 
this  criterion  only  a minority  of  alcoholics  would  be  from  multi- 
problem  families.  I deliberately  do  not  bring  statistics  into  it  because 
this  would  require  a great  deal  more  work  than  the  present  article 
warrants,  but  the  fact  is  that  the  overwhelming  majority  of  our 
clinic  population  in  the  East  Toronto  Clinic,  for  example,  have  jobs, 
their  general  health  is  not  hopelessly  deteriorated,  and  most  of  them 
have  some  meaningful  human  contact.  As  a matter  of  fact,  many 
suffer  from  an  overdose  of  the  middle  class  way  of  life. 

By  the  second,  more  sensitive  set  of  criteria,  however,  nearly  all 
alcoholics  would  have  a multiplicity  of  problems.  There  is  practically 
no  patient  who  does  not  suffer  from  one  or  several  minor  psychia- 
tric symptoms  — anxiety,  depression,  manipulativeness,  and  so  on. 
They  all  fall  short  of  the  ideal  goals  of  self-fulfilment  and  the  ideal 
goals  which  our  particular  society  sets  for  the  individual.  Many  of 
them  have  minor  or  major  marital  conflicts,  flaws  in  role-playing  as 
fathers,  employees,  employers,  companions,  friends,  etc.  Jellinek’s 
44 Alcoholisms”  are  by  definition  causally  connected  with  other  prob- 
lems — underlying  psychiatric  illness,  resulting  physical  illness  and 
addiction. 

The  last  view,  that  of  process  alcoholism,  also  implies  associated 
problems.  Here  the  emphasis  is  sometimes  on  assumed  physical 
etiology,  acquired  tissue  tolerance,  etc.  Alcoholism  is  seen  as  a 
physical  illness,  plus  resulting  psychiatric  and  social  problems. 

Another  Theory 

It  would  be  rather  impossible  to  compare  the  merits  of  these 
differing  criteria  without  bringing  in  a theory  which  would  perhaps 
supersede  and  connect  all  of  them.  There  is  some  evidence  that  in 
animal  populations  over-crowding  produces  a number  of  behaviour 
disorders  and  physical  illnesses  which  strongly  deviate  from  the 
picture  the  normal  population  would  show,  and  which  results  in  the 
periodic  drastic  reduction  of  the  population  in  a given  territory.  This 


[51  ] 


theory  contends  that  there  is  a natural  check  on  over-population  in 
the  animal  world  which  keeps  the  homeostasis  of  sometimes  several 
species  relatively  constant  in  the  long  run  (ecologic  balance).  (2)  (3) 

In  human  populations,  the  situation  is  obviously  different. 
Whereas  animal  populations  largely  depend  for  their  livelihood  on  a 
few  rather  simple  relationships,  like  availability  of  food,  competition 
with  other  animals  of  the  same  or  different  species,  and  the  propa- 
gation of  the  species;  humans,  in  addition,  develop  an  artificial 
environment  which  is  both  social  and  psychological,  and  has  a great 
bearing  on  their  lives. 

Even  in  animal  populations  there  is  evidence  that  in  spite  of  the 
over-crowding,  laboratory  rats  for  example,  prefer  to  live  together 
in  a corner  of  a cage  rather  than  disperse  evenly  over  the  available 
space.  Similarly,  in  human  life,  development  of  large  cities  show 
that  in  spite  of  the  hazards  and  difficulties  that  develop,  we  prefer 
to  live  in  them.  Furthermore,  whereas  animal  populations  die  be- 
cause of  over-crowding,  man  instead  modifies  the  environment  to 
the  extent  that  the  over-crowding  becomes  an  asset  rather  than  a 
liability.  The  longevity  and  general  improvement  of  health  among 
humans  co-exists  with  the  large  scale  development  of  the  metropolis 
or  megalopolis. 

Relevance  to  Alcoholism 

How  is  this  relevant  to  alcoholism?  It  seems  logical  to  pre- 
suppose that  alcoholism  is  not  contingent  on  a specific  cause,  but 
rather  develops  where  the  defenses  against  general  stress  are  lacking. 
Every  clinician  knows  that  when  he  asks  the  patient  why  he  drinks, 
almost  always  the  answer  is,  “I  don’t  know”,  or  a general  answer 
about  generalized  kind  of  release.  Following  psychoanalytic  lines  of 
thought,  we  believe  that  this  is  the  resistance  of  the  patient.  I am 
inclined  to  think  that  perhaps  we  should  change  our  theories  rather 
than  the  facts.  If  it  is  true  that  certain  conditions  of  life,  like  the 
crowded  life  in  the  cities,  produce  a great  deal  of  stress,  and  there 
is  statistical  evidence  that  it  is  so,  it  is  logical  to  presuppose  that 
those  who  are  exposed  to  the  greatest  amount  of  stress,  or  those 
whose  defences  are  the  worst,  are  going  to  show  symptoms.  If  the 
conditions  are  general  for  the  whole  community,  it  is  not  a matter 


of  insight  or  resistance,  but  also  a matter  of  adequate  knowledge 
whether  the  patient  recognizes  what  is  wrong  with  him. 

This  idea  differs  quite  considerably  from  previous  theories  and 
criteria.  It  differs  even  from  the  closest,  that  is,  the  theory  of 
vulnerability,  because  it  contends  that  everybody  is  vulnerable  — 
that  everybody  has  to  work  out  particular  solutions,  defences,  and 
coping  mechanisms,  and  that  the  breakdown  of  these  defences  does 
not  occur  specifically  to  the  particular  symptom  that  shows.  In 
other  words,  a person  might  break  down  in  the  area  of  marriage, 
and  show  a symptom  of  alcoholism  — another  person  who  breaks 
down  also  in  the  area  of  marriage,  might  show  sexual  deviation  or 
overwork  or  some  other  compensatory  mechanisms. 

Furthermore,  as  Dr.  Howard  Jones  pointed  out,  “In  any  kind  of 
statistical  study,  one  has  to  beware  of  assuming  that  a statistical 
relationship  between  two  phenomena  necessarily  means  that  one 
causes  the  other.  They  may  not  be  causally  related  at  all  — that  is, 
the  statistical  correlation  may  be  accidental.  Or  both  kinds  of 
phenomena  may  be  caused  by  a single  underlying  cause.”  (4) 

At  this  point,  it  is  also  important  to  distinguish  between  coping 
and  compensation.  In  animal  populations,  for  example,  there  is 
obviously  a very  close  connection  between  the  particular  fate  risk 
and  coping.  If  the  coping  mechanism  breaks  down,  the  animal  dies. 
Whereas  in  humans,  there  are  several  compensatory  mechanisms 
which  allow  the  person  to  function  at  a reduced  level  without  neces- 
sarily fatal  consequences.  In  other  words,  if  the  pressure  is  too 
much,  the  animal  does  not  have  any  alternative,  whereas  the  human 
possibly  has.  Under  certain  pressure,  an  animal  would  die,  the 
human  would  become  an  alcoholic  and  perhaps  die  20  years  later. 
Although  this  might  be  a minor  point,  from  the  point  of  view  of  a 
whole  population,  it  is  still  very  significant,  and  makes  up  the 
difference  between  animal  and  human  problems. 

The  clinical  implication  of  this  theory  is  that  in  dealing  with 
alcoholism,  we  are  not  dealing  with  anything  specific  as  far  as  the 
individual  is  concerned,  but  with  something  specific  as  far  as  society 
is  concerned.  Therefore,  the  specific  treatment  has  to  be  carried  out, 
on  the  social  level  and  the  reduction  of  the  alcoholism  rate  can 
materialize  only  if  the  general  stress  in  the  community  is  reduced. 
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On  the  individual  level  we  have  to  find  out  the  specific  break- 
down in  defences  which  afflicts  the  individual.  This  might  be  some- 
thing which  goes  way  back  to  childhood,  lack  of  maturation,  an 
individual  conflict,  but  very  often  it  is  a conflict  between  different 
values,  different  evaluations  and  shifts  in  priorities,  which  the  indivi- 
dual cannot  sort  out  for  himself.  In  other  words,  a great  part  of 
our  work  with  alcoholics  has  to  proceed  on  the  level  of  teaching 
better  defences  rather  than  the  discovery  of  specific  causes  and 
development  of  insight.  This,  in  practice,  is  well  known.  This  is  why 
different  techniques,  from  A. A.  and  spiritual  counselling  to  psycho- 
analysis succeed  with  certain  alcoholics  and  do  not  succeed  with 
others.  Because  the  cause  or  the  lack  of  specific  protection  and 
protective  mechanisms  is  not  uniform. 

Conclusion  and  Summary 

Four  different  possible  approaches  were  outlined  to  discuss  the 
co-existence  of  alcoholism  and  other  problems.  All  four  suggest  that 
alcoholism  is  associated  with  other  problems.  However,  the  asso- 
ciated problems  are  diverse  and  vary  widely  from  person  to  person, 
group  to  group. 

It  is  suggested  that  abnormal  use  of  alcohol,  over-drinking,  or  a 
drinking  problem,  may  occur  whenever  the  individual  is  trapped  by 
the  various  destructive  possibilities  of  human  life.  Alcoholism  may 
show  the  faulty  coping  mechanisms  of  the  individual  or  the  group, 
but  may  also  express  undifferentiated,  general  stress  in  a given 
population,  sometimes  even  due  to  the  improvement  of  living 
conditions. 

On  the  individual  level,  meaning  and  expectations  are  crucial. 
Survival  at  all  cost  is  not  the  only  human  value.  The  alcoholic  may 
be  a genuine  victim  of  cultural  values,  which  at  some  point  favour 
damage,  self-destruction,  or  the  risk  of  them. 

On  the  social  level,  alcoholism  is  one  of  the  many  possible 
expressions  of  stress  which  the  group  experiences.  It  is  nearly  always 
associated  with  other  problems  which  are  also  the  expressions  of  the 
same  general  stress. 

The  co-existence,  interchangeability  and  distribution  of  social 
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problems  signifying  general  stress  in  a population  should  be 

studied.  ■ 
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ISAAC  P.  McNABB 

Mr.  Isaac  P.  McNabb,  who  has  been  a Member  of  the 
Foundation  from  its  inception,  recently  died  in  hospital  after 
a prolonged  illness.  Mr.  McNabb  has  served  the  Founda- 
tion faithfully  and  well.  He  was  appointed  to  Membership 
in  1949,  became  Vice-Chairman  in  March,  1953,  and  Chair- 
man in  July  of  1953.  From  1953  to  1962  he  served  as 
Chairman  of  the  Foundation,  at  which  time  he  was  ap- 
pointed to  the  post  of  Honorary  Chairman. 

Under  his  wise  and  able  leadership,  the  Foundation  de- 
veloped from  a relatively  small  organization  located  in  mid- 
town Toronto,  to  the  extensive  organization  that  we  have 
at  the  present  time.  His  interest  in  our  work,  his  wise  coun- 
sel, his  very  able  leadership  served  as  an  Inspiration  to  all 
the  Members  of  the  Foundation  and  the  executive  and 
senior  staff,  4‘ Whatever  he  touched,  he  enhanced”. 

His  death  is  a great  loss  to  the  Foundation  and  to  Ontario, 
We  shall  miss  him  very  much, 

H.  David  Archibald 
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Relative  Growth  of  Population  and  of  Alcoholism,  Ontario  1935-1961 
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A SUBSTANTIAL  part  of  this  issue  is  made  up  of  first-person 
reports  from  professional  people  who  are  giving  leadership  in 
preparing  communities  to  deal  constructively  with  alcoholics . 
All  these  men  and  women  — and  many  more  — have  shared  the 
experience  of  the  Foundation's  annual  two-week  Course  on  Alcohol 
and  Problems  of  Addiction . 

The  reports  of  these  doctors,  nurses,  social  workers,  magistrates, 
teachers,  probation  officers,  clergymen,  and  others  yield  a grass- 
roots, working  picture  of  how  our  Foundation's  philosophy  of 
community  involvement  applies. 

Over  the  years  since  1949,  the  Foundation  has  never  suggested 
that  controlling  and  reducing  alcohol  problems  in  Ontario  is  a task 
to  be  left  exclusively  in  the  hands  of  a special  agency.  We  have 
repeated  many  times  over  that  the  various  health  and  helping  profes- 
sions have  a vital  role  to  play  in  treatment  and  rehabilitation , that 
business  and  industrial  organizations  provide  some  of  the  most  effec- 
tive case-finding,  referring,  and  supporting  functions , that  teachers 
can  make  a substantial  contribution  toward  prevention,  and  that 
parents  and  all  adults  have  a heavy  responsibility  for  the  future  in 
the  examples  they  set  for  young  people  who  are  learning  to  drink. 
We're  all  in  this  together;  and  the  Foundation's  job,  assigned  by 
legislative  Act,  is  to  show  the  way. 

One  of  the  Foundation's  most  effective  means  of  accomplishing 
this  is  its  summer  course . And  one  of  the  significant  factors  in  the 
success  of  this  course  is  found  in  the  blending  together  there  of 
experienced,  influential  men  and  women  from  many  different  com- 
munities and  organizations  so  that  each  can  gain  a firsthand 
appreciation  of  what  we  mean  when  we  talk  about  u community 
teamwork —R.R.R. 
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Course  Influence  on  Leaders 
Aids  Community  Approach  to  Problems 


EACH  spring,  in  May  or  June,  the  Foundation  gathers  together 
on  a university  campus  a company  of  some  80  men  and  women 
from  various  professional  spheres  and  provides  for  them  a concen- 
trated two-week  course  on  Alcohol  and  Problems  of  Addiction.  This 
began  in  1962  at  the  University  of  Toronto,  moved  to  Queen’s 
University  in  1963,  the  University  of  Western  Ontario  last  year,  and 
this  year  will  be  located  at  Carleton  University,  Ottawa  (June  13 
through  25).  To  date  222  people  have  had  the  opportunity  of 
participating  in  this  course. 

These  participants  represent  a cross-section  of  professional  people 
of  experienced  years  who  are  in  positions  in  their  organizations  and 
communities  from  which  it  is  possible  to  influence  the  ways  in  which 
addiction  problems  are  recognized  and  dealt  with.  Applicants  to  the 
course  are  frankly  selected  on  the  basis  of  professional  and  com- 
munity standing  and  with  an  eye  to  the  amount  of  constructive 
influence  they  can  wield  upon  their  return  home.  Here  is  how  the 
three-year  total  breaks  down  by  occupation: 
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In  many  instances  the  attendance  of  a physician,  a nursing 
instructor,  a magistrate,  or  a probation  officer,  for  example,  has 
established  a continuing  relationship  with  the  Foundation  which 
flourishes  long  after  the  course  is  finished.  Along  this  channel  often 
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flows  very  interesting  and  encouraging  news  of  community  develop- 
ments deriving  from  information  given  at  the  course  and  ideas 
developed  there.  Some  of  this  feedback  is  recorded  in  the  following 
on-the-spot  reports  from  course  alumni. 


A.  M.  Torrie*  m.d. 

Perhaps  it  would  be  of  value  to  outline  briefly  the  pro- 
gress and  program  that  has  been  active  in  our  community  for  the 
past  few  years  in  relation  to  the  problem  of  alcohol  addiction. 
During  the  summer  of  1962  a local  member  of  our  A. A.  group  was 
appointed  as  a director  to  the  Lakehead  Branch  of  the  Research 
Foundation.  Some  two  months  after  this  a meeting  was  held  in 
Kenora  with  Mr.  Fred  Stevens  of  the  A.R.F.,  Canon  Watts  of  the 
local  Anglican  Church,  Mr.  Ches  Scott  and  myself.  At  this  time  we 
decided  that  our  efforts  should  be  directed  primarily  to  education; 
that  we  were  in  no  position  to  institute  any  treatment  program;  and 
that  we  also  did  not  intend  to  become  a fully  organized  branch  of 
the  Foundation. 

Since  this  initial  meeting  in  1962,  there  have  been  four  or  five 
rather  informal  but  lengthy  meetings  with  various  citizens  represent- 
ing the  legal  profession,  social  agencies  such  as  welfare,  police, 
clergy,  and  the  medical  profession.  The  object  of  these  meetings  was 
primarily  to  inform  the  group  of  the  resources  available  for  the 
investigation  and  treatment  of  alcohol  addiction.  One  of  the  main 
interests  we  did  have  was  to  improve  the  education  within  our  local 
high  schools.  To  date,  we  have  not  been  able  to  gain  any  liaison 
with  the  high  schools  although  this  problem  will  come  to  the  fore, 
we  hope,  in  the  New  Year. 

I should  say  a word  about  this  committee  of  which  I am  at 
present  the  chairman  and  Mr.  Scott  the  secretary.  Mr.  Scott,  by  the 
way,  is  now  our  local  representative  to  the  Board  of  Directors  of  the 
Lakehead  Branch  of  the  Addiction  Research  Foundation.  We  do  not 


*Dr.  A.  M.  Torrie  is  a staff  member  of  the  Lake  of  the  Woods  Clinic,  Kenora, 

Ontario. 
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have  any  official  recognition  and  we  do  not  have  any  name.  We 
meet  together  simply  to  discuss  methods  by  which  we  can  improve 
the  understanding  and  treatment  of  alcohol  addiction  within  our 
community.  The  treatment  of  the  acute  alcoholic  psychosis  is  quite 
well  handled  by  the  local  medical  profession  in  the  open  wards  of 
the  two  local  hospitals  in  Kenora.  It  is  subsequent  follow-up  that  is 
lacking  in  the  community  at  present  and  except  for  those  that  will 
take  some  interest  in  A.A.  or  their  own  church  group,  we  do  not 
have  any  definitive  social  work  program  for  follow-up  on  people 
that  have  asked  for  help.  One  area  of  treatment  in  which  we  have 
seen  some  progress  is  in  the  attitude  and  understanding  of  our  local 
nursing  profession  in  respect  to  the  problem  of  alcohol  addiction. 
The  local  A.A.  organization,  through  the  committee’s  cooperation, 
invited  a group  of  nurses  from  both  hospitals  to  attend  an  open 
meeting.  Following  this  a member  of  our  committee  spoke  to 
approximately  30  of  the  nurses  at  the  Kenora  General  Hospital  and 
endured  a rather  lengthy  question  period  as  to  the  many  various 
aspects  of  the  problem  in  respect  to  hospital  care.  This  we  feel  is 
important  because  too  often  the  patient  received  a very  negative 
attitude  from  a nurse  because  of  her  prejudice  or  lack  of  knowledge. 

We  hope  in  the  New  Year  to  meet  with  two  church  organiza- 
tions that  have  asked  for  speakers  and  we  also  hope  to  meet  with 
the  nurses  again  some  time  in  March  on  a much  larger  scale,  setting 
up  a panel  of  members  from  our  committee  to  give  a varied  and 
multi  approach  to  the  problem.  The  local  problems  that  seem  to  be 
in  need  of  definite  programs  of  approach  in  the  immediate  future 
are  the  attitudes  of  the  local  police  towards  the  use  of  alcohol, 
especially  in  reference  to  our  Indians.  The  second  largest  problem, 
of  course,  is  the  excess  cost  that  the  many  convictions  re  alcohol 
impose  on  the  taxpayer  in  this  community. 

One  of  our  committee,  the  local  director  of  the  Children’s  Aid 
Society,  is  preparing  a study  of  the  actual  cost  of  keeping  an  inmate 
in  our  local  gaol.  This  cost  at  first  was  said  to  be  about  $5.  to  $6.  a 
day  (92-93%  of  the  inmates  of  the  local  gaol  are  there  because  of 
alcohol  abuses  and  roughly  90%  of  them  have  their  convictions 
repeated  up  to  20  times  in  a year).  Although  this  study  has  not  been 
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completed,  it  would  appear  that  the  actual  cost  of  keeping  one 
inmate  in  our  local  gaol  is  more  like  $50.  to  $60.  per  day.  This 
study,  I am  sure,  will  be  very  enlightening  to  those  of  us  that  pay 
little  attention  to  our  alcohol  problem  in  the  community. 

I know  that  the  work  to  be  done  in  our  community  is  rather 
large,  and  that  our  committee  on  a voluntary  basis,  have  too  little 
time  to  give  to  this  particular  aspect  of  their  interest.  I have  encour- 
aged the  various  groups  to  which  I have  spoken  since  returning  from 
the  Summer  School  to  attempt  to  have  one  of  their  members  attend 
some  day.  I would  be  very  happy  if  one  member  of  our  community 
could  also  attend  the  Summer  School  each  year.  The  benefits  to  be 
gained  in  return  knowledge  to  the  community  are  immense.  I do 
not  believe  I have  ever  been  on  a course  that  was  more  enjoyable 
and  more  enlightening.  It  is  a very  stimulating  experience  to  be 
associated  with  people  from  all  walks  of  life  with  a common  inter- 
est. I hope  that  I may  again  have  the  opportunity  of  attending  the 
course. 

I would  be  very  remiss  if  I did  not  mention  the  cooperation  and 
help  we  have  received  from  Mr.  Fred  Stevens  of  Fort  William.  Fred 
has  been  most  generous  with  his  time  and  has  helped  us  in  organi- 
zation and  especially  in  programming  some  of  our  activities.  We 
hope  in  the  future  to  expand  our  activities  of  the  committee  but  this 
of  course  will  depend  strictly  on  the  time  available  of  some  of  the 
members  involved.  We  do  hope,  though,  that  with  continually 
exposing  larger  segments  of  the  public  to  what  knowledge  we  have, 
that  some  enlightenment  will  occur  within  our  community.  ■ 


Sister  St.  Margaret  Mary* 

Following  the  course  on  alcoholism  in  1963,  there  were 
four  reports  given  to  Nursing  Service  and  Nursing  Education  staffs, 
as  well  as  to  students. 

In  January  1963,  a Committee  of  Counsellors  from  A.A.  was 


*Sister  St.  Margaret  Mary  is  Supervisor  of  die  Psychiatric  Unit  of  Hotel  Dieu 
Hospital,  Windsor,  Ontario. 
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formed  and  one  meeting  a week  is  being  held  in  the  Psychiatric  Unit 
by  one  of  the  counsellors.  The  other  two  are  being  contacted  to 
supply  sponsors  for  patients  going  to  outside  meetings. 

We  have  also  had  an  A.A.  member  and  his  wife,  who  is  also  an 
A.A.  member,  on  a panel  for  our  students,  with  the  Nursing  Edu- 
cation and  Nursing  Service  staffs  participating.  Our  students  attend 
one  A.A.  meeting  on  the  ward  and  the  group  of  students  and 
instructor  attend  one  open  meeting  somewhere  in  the  city  during 
their  affiliation  here. 

When  we  opened  our  Unit,  we  were  admitting  only  those 
alcoholics  who  were  already  in  delirium  tremens  or  impending 
D.T.’s.  We  have  changed  our  policy  on  this  point  and  are  now 
accepting  acute  alcoholics.  When  we  have  over  three  patients  we 
have  one  nurse  who  has  group  sessions  with  them  twice  a week  or 
oftener,  as  the  patients  feel  the  need  for  it.  ■ 


Ruth  G.  Austin* 

I was  very  much  impressed  by  the  summer  course  I 
attended.  Problems  related  to  alcoholism  are  encountered  at  some 
time  by  every  public  health  nurse  on  our  staff  but,  after  the  course, 
I felt  we  were  not  really  accepting  alcoholism  as  a public  health 
problem  — - nor  were  we  sufficiently  prepared  to  carry  out  our 
responsibilities  in  this  area.  Miss  Cryderman,  the  Director  of  this 
Division,  was  sympathetic  to  my  concerns  and  so,  with  the  admin- 
istrative approval  and  help  which  are  prime  requisites  in  putting 
across  any  program,  the  following  steps  were  taken: 

— Although  each  of  the  1 80  public  health  nurses  who  work  for  this 
Division  would  probably  benefit  from  a program  on  alcoholism, 
we  felt  our  assistant  directors,  consultants  and  supervisory  staff 
(17  in  number)  were  the  key  people  to  first  approach.  Staff 
nurses  are  limited  in  what  they  may  do  unless  those  who  guide 


*Miss  Austin  is  an  Educational  Consultant  to  the  Toronto  Department  of  Public 
Health. 
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and  support  them  are  informed  and  interested.  Consequently,  at 
a monthly  meeting  of  the  above  group  the  summer  course  was 
briefly  described  in  regard  to  format,  speakers,  groups  and 
attendants. 

An  offer  was  made  to  arrange  for  this  group  a program  on 
alcoholism  which  would  include  the  areas  which  had  seemed 
particularly  helpful  to  me  as  a public  health  nurse.  The  course 
would  be  planned  not  with  the  idea  of  particularly  increasing  the 
amount  of  time  to  be  devoted  to  alcoholism,  but  with  the  intent 
of  making  better  use  of  the  time  we  were  already  spending  in 
regard  to  the  problem. 

Attendance  at  the  program  would  be  on  a voluntary  basis 
and  only  those  who  felt  they  could  use  such  help  should  apply. 
Immediate  and  almost  unanimous  acceptance  of  this  offer  indi- 
cated the  group’s  need  and  desire  for  further  knowledge  and 
understanding  of  alcoholism. 

Mr.  Patrick,  Assistant  Director  of  Education  of  the  A.R.F.,  was 
then  approached  for  help  with  our  program.  I should  add  that 
the  facilities  and  resources  of  the  A.R.F.  were  so  whole-heartedly 
proffered  that  it  was  a pleasure  to  work  out  the  details  of  a 
two-day  seminar. 

In  preparation  for  our  course,  a half-day  program  of  orientation 
to  the  services  of  this  Division  was  arranged  in  January  1964, 
for  eight  members  of  the  A.R.F.  staff.  The  orientation  was 
provided  with  these  objectives  in  mind: 

1.  A.R.F.  personnel  who  would  be  involved  in  the  planning  of 
the  seminar  might  find  it  easier  to  suggest  and  plan  content 
if  they  were  familiar  with  the  organization  of  our  Division, 
the  services  we  provide  and  the  special  as  well  as  usual 
problems  confronted  by  our  staff. 

2.  In  understanding  the  many  demands  on  a supervisor’s  and 
staff  nurse’s  time,  A.R.F.  personnel  would  see  that  the  time 
we  may  devote  solely  to  problems  of  alcoholism  is  rather 
limited.  The  importance  of  all  of  our  services  precludes  the 
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reduction  of  time  devoted  to  one  service  to  increase  the  time 
given  to  another. 

3.  If  a course  is  supposed  to  be  geared  to  a particular  group, 
the  interest  of  the  members  of  the  group  is  affected  by  the 
speakers’  understanding  of  the  work  of  the  group. 

— Subsequently,  a two-day  seminar  on  Alcoholism  and  Its  Related 
Problems  was  planned  for  February  1964,  for  14  members  of 
our  public  health  nursing  administrative,  consultant  and  super- 
visory staff.  The  plans  included  preparatory  reading,  attendance 
at  an  Alcoholics  Anonymous  meeting  and  at  an  Al-Anon  meet- 
ing. An  interval  was  planned  between  the  two  days  of  the 
seminar  to  permit  attendance  at  these  meetings  and  each  super- 
visor made  a special  effort  to  attend  meetings  in  the  district  in 
which  she  worked  rather  than  in  the  locality  of  her  home. 

— The  total  program  was  evaluated  by  each  nurse  attending  it  in 
terms  of  its  value  to  her  personally  and  her  recommendations 
for  content  should  a program  be  planned  for  staff  nurses.  The 
program  was  found  to  have  been  helpful  indeed  to  each  attend- 
ant and  the  supervisors  felt  they  could  be  more  helpful  to  staff 
nurses  who  are  encountering  the  problem.  There  was  unanimous 
agreement  that  an  in-service  education  program  on  alcoholism 
should  be  instituted  for  our  staff  nurses. 

We  are  now  involved  in  planning  a program  with  Mr. 
Patrick  for  our  ten  assistant  supervisors  and  for  30  of  our  experi- 
enced staff  nurses.  It  is  our  hope  that  in  1967,  after  our  most  senior 
staff  nurses  have  had  the  advantage  of  attending  such  a program, 
alcoholism  will  be  the  subject  of  a special  in-service  education  pro- 
gram for  nurses  in  the  third  year  of  experience  with  this  Division. 
Since  nurses  in  their  first  and  second  years  have  considerable  time 
assigned  to  in-service  education  programs  designed  to  meet  their 
particular  needs,  they  will  be  dependent  on  the  counselling  of  their 
supervisors  for  the  help  they  need  in  this  area.  We  do  believe,  how- 
ever, that  all  of  our  staff  will  benefit  from  the  yearly  stimulus 
provided  indirectly  by  our  third  year  nurses. 

We  feel  there  is  merit  in  offering  the  program  on  a voluntary 
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rather  than  a mandatory  basis.  The  readiness  of  nurses  to  accept 
responsibilities  in  this  area  varies;  there  is  usually  more  interest  in  a 
program  when  a nurse  attends  a course  because  she  wants  to  become 
better  informed. 

The  seminars  we  are  planning  are  not,  however,  the  beginning 
and  the  end  of  educational  efforts  to  assist  our  staff  in  this  area. 
District  case  studies  involving  group  planning  would  serve  as  aids 
for  staff  of  all  levels  and  we  hope  to  hear  of  more  of  these  being 
organized  by  our  supervisors.  ■ 


Reverend  L.  Hoover* 

I live  at  Onaping,  a company  town  of  the  Falconbridge 
Mining  Company,  and  next  to  a town  called  Levack.  My  mission  is 
an  extended  one,  starting  seven  miles  from  Sudbury,  northwest  to  a 
place  called  Azilda  and  extending  almost  to  Chapleau,  to  the 
Mountbatten  Indian  Reservation  — the  Brunswick  Band,  at  Tophet. 

I also  look  after  the  small  places  on  the  C.P.R.  line  towards 
Chapleau,  such  as  Ramsey  and  Sultan. 

In  all  places  we  have  problems  that  are  either  directly  or 
indirectly  connected  with  alcohol  and  alcoholism. 

I have  five  churches  in  these  places,  with  A.A,  group  meetings 
in  two  of  them.  The  group  at  St.  Michael  and  All  Angels  in  Azilda, 
was  formed  in  1962  — after  the  last  course  I took  on  alcoholism. 
The  group  at  All  Saints  Church  in  Onaping  was  re-organized  this 
past  fall.  I wish  that  somehow  we  could  organize  a group  on  the 
Mountbatten  Indian  Reserve  — I have  tried  in  many  different  ways 
to  create  a climate  of  understanding  and  acceptance  by  giving  talks, 
showing  films,  lending  books  that  I have,  distributing  literature  on 
the  subject  of  alcoholism  and  rehabilitation. 

One  case  I was  directly  involved  with  has  been  sober  now  for 
over  six  months.  To  date,  the  work  with  him  has  been  very  reward- 


*Mr,  Hoover  is  the  Ministerial  Association  Representative  for  the  Sudbury  area. 
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ing,  especially  when  I think  back  to  the  time  he  lost  his  job.  I didn’t 
know  then  whether  or  not  he  was  serious  about  wanting  help.  I 
have,  of  course,  counselled  others  directly  and  in  many  cases  it  has 
seemed  wise  to  help  in  an  indirect  way. 

However,  not  all  the  work  has  been  successful.  One  chap  became 
what  I would  consider  an  alcoholic  at  the  age  of  24.  I talked  to  him 
about  his  problem  and  tried  to  help  him  understand  his  addiction. 
But  last  summer  he  was  killed  in  an  accident  — he  was  too  drunk 
to  know  where  he  was  or  what  he  was  doing. 

In  the  field  of  prevention,  several  opportunities  have  presented 
themselves.  I am  Chaplain  to  the  Sea  Cadets  Corps  in  Sudbury  — 
120  boys,  ages  14  to  18.  Together,  we  organized  a panel  to  present 
the  hazards  connected  with  alcohol  and  along  with  the  panel,  showed 
one  of  the  A.R.F.  films.  In  addition,  I gave  talks  to  a number  of 
different  groups,  especially  the  local  Sudbury  Ministerial  Association 
in  an  attempt  to  encourage  some  to  take  a more  active  role  in 
rehabilitation  and  prevention.  Through  the  Ministerial  and  other 
professional  people  we  were  able  to  organize  a small  group  that  in 
turn  organized  a Steering  Committee  to  work  towards  an  A.R.F. 
centre  in  Sudbury. 

I wrote  a few  articles  on  the  subject  matter  of  the  course  in  our 
Diocesan  paper,  and  have  had  several  talks  with  my  Diocesan 
Archbishop,  who  is  keenly  interested. 

I have  worked  on  mental  health  committees  and  so  have  been 
able  to  discuss  the  subject  with  a number  of  doctors.  One  can  see  a 
developing  interest  on  the  part  of  the  medical  profession  in  the  area. 

In  an  effort  to  promote  the  teamwork  approach  to  the  problem 
of  alcoholism,  we  conducted  a workshop  this  fall,  sponsored  by  the 
Ministerial  Association  of  Sudbury  and  district,  the  Roman  Catholic 
clergy  of  the  Deanery  of  Sudbury,  and  the  Addiction  Research 
Foundation.  Mr.  Gordon  Patrick,  the  Reverend  L.  A.  Purdy,  and 
Mr.  Alan  Ideson,  of  the  A.R.F.  in  Toronto,  took  part  in  this  work- 
shop along  with  50  clergy,  and  many  other  professional  people.  The 
workshop  not  only  helped  to  increase  our  understanding  of  the 
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problems  connected  with  the  misuse  of  alcohol,  but  also  our  ability 
to  work  together  as  a team. 

Officials  of  the  various  companies  in  the  area  have  been 
approached  and  an  attempt  has  been  made  to  promote  better  under- 
standing of  the  worker  with  an  alcohol  problem.  Once  again,  a slow 
but  definite  change  of  attitude  has  been  observed  in  some,  with  the 
accompanying  cooperation. 

The  local  police  of  Sudbury  are  also  cooperating.  Last  summer 
I was  able  to  interpret  the  problem  of  one  of  seven  boys  who  man- 
aged to  get  into  trouble.  The  boy’s  father  was  an  alcoholic. 

In  conclusion,  let  me  say  that  it  is  evident  that  reliable  informa- 
tion on  the  subject  of  alcoholism,  coupled  with  a very  real  interest 
can  do  much  toward  the  prevention  and  treatment  of  alcoholism 
and  also  enable  the  minister  to  be  a helpful  and  understanding 
friend.  ■ 


Reverend  Pius  A.  Riffel* 

The  results  of  my  involvement  with  the  A.R.F.  summer 
school  two  years  ago  have  been  somewhat  intangible,  though  none 
the  less  real. 

May  I suggest  that  it  has  resulted  in  my  taking  part  in  panels 
with  clergymen  in  an  interdenominational  way  in  which  the  church’s 
ministry  in  relation  to  alcoholism  was  generally  the  topic  of  discus- 
sion. I presume  that  one  or  two  workshops  with  theological  students 
in  the  area  of  alcoholism  will  also  result  from  my  participation.  ■ 


Mrs.  H.  T.  Cunningham** 

From  June  9 to  June  21,  1963,  it  was  my  privilege  to 
attend  the  Summer  Course  on  Alcohol  and  Problems  of  Addiction, 


•Father  Riffel  is  Director  of  Psychological  Services,  St.  Michael’s  Hospital;, 

Toronto,  Ontario. 

**Mrs.  Cunningham  is  a Medical  Social  Worker  on  the  staff  of  St.  Joseph’s 
General  Hospital,  Port  Arthur,  Ontario. 
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conducted  by  the  Addiction  Research  Foundation  of  Ontario, 
Queen’s  University,  Kingston. 

Here,  I knew,  would  be  some  answers  to  questions  which  had 
puzzled  me  for  fifteen  years.  Why  fifteen  years?  Because  in  1948 
while  doing  general  duty  nursing  on  a medical  unit  of  the  King 
Edward  Hospital,  Bermuda,  medical  doctors  and  nurses  stood  by 
apparently  helpless  while  a 32  year  old  man  — who  had  earned  a 
Ph.D.,  had  married  a college  graduate  and  had  two  fine  sons  — 
literally  drank  himself  to  death.  Morally  inadequate?  Insane?  This 
was  my  first  awareness  of  the  seriousness  of  alcoholism. 

Through  the  years  it  became  obvious  to  me  that  nobody  is 
immune  from  alcoholism,  and  that  unless  the  scientific  and  technical 
talent  of  the  modern  world  could  be  recruited  to  fight  and  prevent 
it,  alcoholism  could  eventually  cripple  and  even  destroy  much  of 
humanity. 

It  was  not  until  1961  when  I became  a medical  social  worker  in 
a hospital  with  a rehabilitation  centre  for  the  physically  disabled 
that  I had  an  opportunity  to  view  alcoholism  in  an  objective  way. 
Truly,  these  last  three  years  have  proven  that  physical  rehabilitation 
of  a person  with  a malady  such  as  alcoholism  requires  a very  long 
“extending  arm”  into  the  community,  and  teamwork  at  its  best.  It 
was  all  too  apparent  that  wherever  a problem  of  alcoholism  existed, 
the  concerns  of  social  work  had  to  focus  on  the  alcohol  problem 
before  rehabilitation  could  begin. 


Focus  No.  1 — - Self-knowledge 

To  be  successful  in  helping  the  alcoholic  first  to  find  himself  and 
then  to  find  a place  in  society  for  himself,  means  that  the  social 
worker  herself  must  have  her  own  life  under  control.  She  must  be 
able  to  stop  and  reflect  upon  herself  to  discover  herself,  her  inade- 
quacies and  her  limitations.  Probably  more  important  in  helping  j 
alcoholics  than  in  any  other  helping  situation  — is  this  ability  to  look 
inwardly  on  oneself  before  looking  outwardly  to  others.  How  do  I 
feel  about  the  alcoholic?  Can  I accept  him?  Must  I punish  him?  Is 
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there  anything  in  my  own  life,  especially  from  my  childhood  experi- 
ences, which  will  color  my  approach  to  the  alcoholic?  This  focus  I 
would  like  to  label  Number  1 and  it  was  examined  by  Miss  Cork  in 
one  of  our  seminars  for  social  workers  at  the  course.  Everyone  does 
not  have  the  special  skill  required  to  establish  and  maintain  healthy 
communication  with  an  alcoholic.  The  alcoholic,  like  a child,  recog- 
nizes love  and  sincerity  very  quickly  — nothing  less  will  do. 

Focus  No.  2 — Alcoholism  is  a family  disease 

Why  does  he  drink?  Why  does  he  act  this  way  when  he  is 
drinking?  Why  is  my  husband  an  alcoholic  and  his  neighbor  who 
drinks  much  more,  and  more  frequently,  not?  How  will  drinking 
affect  his  job?  And  finally  — the  pitiful  plea  — what  can  we  do? 
How  can  he  be  stopped? 

Is  there  an  answer  to  these  soul-searching  questions?  There  is 
help  — in  education,  in  knowledge,  in  a sane  approach  to  a seem- 
ingly impossible  situation.  From  the  well  planned  mountain  of  infor- 
mation obtained  at  the  course,  it  was  rewarding  to  learn  that  there 
now  are  some  answers,  with  more  answers  to  come  as  research 
continues;  that  families  can  obtain  authentic  verbal  and  written 
information  about  this  illness  which  has  become  so  paramount  in  our 
daily  lives. 

Where  there  is  alcoholism,  there  is  a desperate  need  for  recog- 
nition of  the  illness,  for  counselling,  and  for  treatment.  For  these, 
we  reach  out  to  the  official  agency  — the  Addiction  Research 
Foundation,  Fort  William  branch,  serving  Northwestern  Ontario. 
There,  the  director  is  qualified  to  assess  the  total  situation  and  to 
make  recommendations  for  the  rehabilitation  of  a family.  This  may 
or  may  not  include  Alcoholics  Anonymous,  Al-Anon  and  Al-Ateen 
— the  voluntary  agencies  for  families  with  problems  of  alcoholism. 

Because  I was  particularly  interested  in  how  to  help  families 
where  the  wage  earner  was  a still  practising  alcoholic,  one  of  the 
A.R.F.  resource  persons  put  me  in  touch  with  the  Chairman  of 
Al-Anon  in  Kingston.  As  a result  of  this  very  personal  contact,  I 
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was  able  to  be  instrumental  in  establishing  the  first  Al-Anon  group 
in  Port  Arthur.  This  group  meets  one  evening  each  week  in  the 
library  of  our  Rehabilitation  Centre.  It  has  grown  from  five  mem- 
bers in  December  1963,  to  20  members  in  December  1964,  which 
indicates  that  there  is  need  for  another  group  to  begin. 

The  Port  Arthur  Al-Anon  group  has  had  upon  occasion,  as  a 
speaker  and  resource  person,  the  director  of  the  A.R.F.  branch  here 
and  the  psychologist  in  our  Centre.  It  has  the  approval  and  support 
of  a psychiatrist  and  other  interested  and  influential  persons.  We 
believe  that  this  type  of  group  can  save  families,  and  that  the  wife 
(by  example)  can  influence  her  alcoholic  husband  toward  the  desire 
for  sobriety.  Had  I not  attended  that  summer  course,  I would  prob- 
ably not  have  had  either  the  information  or  the  confidence  to  do 
anything,  myself,  about  the  recognition  of  the  need  for  a group 
therapy  program  functioning  right  in  our  hospital,  available  to  wives 
and  husbands  of  practising  alcoholics  — some  admitted  with  diag- 
noses of  anxiety  and  referred  to  our  Social  Service  section  for 
immediate  counselling. 

When  necessary,  our  Social  Service  Department  works  with 
other  agencies  in  the  rehabilitation  of  the  alcoholic  and  his  family  — 
particularly  the  Rehabilitation  Counsellor  of  the  Department  of 
Public  Welfare,  Schedule  6.  Not  all  arrested  alcoholics  drink  again 
— some  do  find  permanent  sobriety  and  employment. 

Often  where  there  is  alcoholism,  there  is  neglect  of  the  health 
and  welfare  of  children,  and  the  Children’s  Aid  Society  social 
workers  and  Health  Unit  nurses  work  hard  to  correct  these  inade- 
quacies. It  is  well  known  that  many  of  these  families  are  dependent 
upon  Public  Welfare  and  good  neighbors  for  tangible  and  intangible 
items.  Spiritually,  the  alcoholic  is  usually  bankrupt,  and  after  he  has 
attained  a degree  of  sobriety  an  attempt  can  be  made  to  replenish 
his  spiritual  resources  through  the  faith  of  his  choice.  Today,  clergy 
are  more  aware  of  the  true  needs  of  alcoholics  than  they  were  a few 
years  ago. 

It  is  important  that  the  medical  social  worker  be  ready  “to 
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extend  her  arm”  toward  any  agency  or  individual  in  the  community 
who  can  be  the  next  stepping  stone  along  the  long  road  back  to  sane 
living. 

It  is  equally  important  that  those  persons  who  work  on  the  team 
have  a healthy  understanding  and  acceptance  of  the  malady  called 
alcoholism. 

Focus  No.  3 — Education 

To  have  knowledge  about  alcoholism,  to  have  up-to-date  infor- 
mation about  what  is  being  done  about  alcoholism  is  probably  the 
best  tool  which  a social  worker  can  possess  in  order  to  break  down 
prejudices  and  lift  the  veil  of  ignorance  in  both  professional  and 
non-professional  co-workers  and  clients  within  the  hospital  and 
community. 

For  this  reason  alone,  the  summer  course  was  well  worth  all  it 
cost  in  money,  time,  and  energy.  Probably  the  greatest  need  in  our 
area  was  and  is  — understanding  and  acceptance  of  the  alcoholic 
and  his  illness,  alcoholism;  where  physicians  and  court  officials  have 
recognized  that  alcoholics  are  sick  people  who  need  our  help, 
experience  has  proved  that  much  can  be  done  for  them. 

Finally,  it  may  seem  trite  to  say  that  the  A.R.F.  educational 
program  has  given  alcoholism  dignity,  which  makes  it  possible  for 
some  people  to  recognize  the  problem  and  thereby  do  something 
about  it.  ■ 


Archdeacon  K.  C.  Bolton* 

In  the  final  year  of  theology,  a number  of  elective 
courses  are  offered.  The  students  may  take  one  double-elective  (two 
terms)  or  two  single  electives  (one  in  each  term).  Of  the  12  students 
who  were  qualified  to  choose  electives,  9 chose  the  ones  I was 
offering  — namely,  “Alcoholism'’,  in  the  first  term,  and  “Marital 


* Archdeacon  Bolton  is  Chaplain  of  Huron  College,  an  Anglican  Theological 
College  affiliated  with  the  University  of  Western  Ontario. 


Counselling  — with  particular  emphasis  on  pre-marital  counselling”, 
in  the  second  term. 
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The  class  was  composed  of  nine  final  year  students,  one  middle 
year  student,  and  one  parish  priest. 


The  textbook  was  ClinebelTs  “Understanding  and  Counselling 
the  Alcoholic”.  Students  were  required  to  attend  an  A.A.  meeting; 
to  attend  a Magistrate’s  Court  where  alcohol  offenders  were  being 
tried;  and  to  spend  an  evening  at  the  A.R.F.  London  branch.  In 
addition  to  the  regular  weekly  lectures  and  seminars,  they  had  one 
two-hour  session  conducted  by  Charles  Aharan,  Branch  Director  of 
the  London  branch  of  the  A.R.F.  On  the  occasion  of  their  visit  to 
the  A.R.F.  clinic  the  students  were  met  by  Ken  Green,  Regional 
Supervisor  of  Education,  who  supplied  them  with  both  information 
and  literature  pertaining  to  the  work  being  done  in  the  field  of 
alcohol  education,  treatment  and  prevention. 
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The  object  of  the  course  was  to  assist  the  future  clergy  to 
become  community  resource  people  in  this  field,  with  a general 
understanding  of  the  problem  and  some  insight  into  the  inter- 
disciplinary approach  to  the  recognition  of  the  problem  and  avail- 
able resources  to  meet  it. 
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A general  overview  of  the  problem  was  presented,  starting  with 
alcohol  itself  — what  it  is,  where  it  comes  from;  the  effects  of 
alcohol  on  the  body;  the  etiology  of  alcoholism;  the  “alcoholic 
personality”;  society  attitudes  towards  the  problem  drinker  and  the 
use  of  alcohol;  moral  theology  and  alcoholism;  the  family  of  the 
problem  drinker;  the  strengths  and  weaknesses  of  the  A.A.  program; 
A.R.F.  drug  therapy;  institutional  treatment;  the  law  and  the 
offender;  and  referral  procedures. 
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real 


The  students  were  discouraged  from  considering  themselves  in 
any  way  as  “experts”  in  the  field,  and  were  encouraged  to  develop 
a continuing  interest  in  research  into  this  complex  problem;  to  estab- 
lish and  maintain  contact  with  others  who  are  working  with  this 
problem;  to  be  alert  to  assist  in  the  dissemination  of  reliable  infor- 
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mation;  and  to  be  active  in  maintaining  teamwork  where  it  exists 
and  establishing  it  where  it  does  not. 

The  course  was  extremely  well  received.  In  future  courses  we 
hope  to  bring  the  staff  of  the  A.R.F.  into  the  picture  earlier  and  to 
use  the  A.R.F.  library  more  extensively  . ■ 


Major  Elizabeth  Peacock* 

In  the  sunny  islands  of  Bermuda  where  I spent  over 
five  years  as  a Social  Welfare  Officer  and  had  an  active  interest  in 
those  with  an  alcohol  problem,  I was  completely  unaware  that  my 
next  appointment  would  be  in  a specialized  field  as  offered  in  the 
work  at  The  Homestead,  which  is  a rehabilitation  centre  for  women 
with  an  alcohol  or  drug  problem. 

The  appointment  to  The  Homestead  took  effect  in  April  1961, 
and  in  June  of  the  same  year  I attended  the  first  Canadian  Summer 
Course  on  Alcohol  and  Problems  of  Addiction.  This  privilege 
enabled  me  to  receive  a wealth  of  understanding  and  further  knowl- 
edge especially  from  the  lectures  of  Doctors  Jellinek  and  Jacobsen, 
and  also  from  their  informal  fireside  talks. 

This  experience  has  been  shared  by  many  as  I have  had  the 
opportunity  to  speak  to  many  groups  in  various  churches,  organi- 
zations, the  W.A.  of  Grace  Hospital  in  Montreal  and  Women’s 
Conferences  in  Hamilton,  Picton,  Bowmanville  and  Brantford. 

Lectures  are  given  annually  to  the  Cadets  in  the  Salvation  Army 
Officers  Training  College.  It  is  important  that  officers  in  training 
should  be  provided  with  a measure  of  education  which  should  be 
real  and  practical,  making  them  alert  to  the  needs  and  problems  of 
the  people  that  they  are  to  reach  and  giving  them  new  outlets  for 
love  and  energy  and  new  methods  of  work  which,  put  into  practice, 
will  have  a great  influence  on  the  communities  in  which  they  will 
serve.  Many  of  these  groups  have  visited  The  Homestead. 


*Major  Peacock  is  Superintendent  of  The  Homestead  in  Toronto.  This  is  a Salva- 
tion Army  rehabilitation  centre  for  women  with  an  alcohol  or  drug  problem. 


[17] 


The  founder  of  The  Salvation  Army  has  said:  “No  resolutions, 
religious  ceremonies  or  pious  feelings  can  make  men  good.  Men  are 
in  bondage  to  their  sins.  There  is  no  hope  of  permanent  amendment 
in  man  without  a change  of  heart.  God  is  the  author  of  that 
change.” 

These  words  are  the  basic  premise  on  which  The  Salvation 
Army  bases  its  belief  and  its  work.  Thus  in  working  with  human 
lives  in  every  sphere  of  its  service  The  Salvation  Army  has  no 
remedy  more  certain  than  faith  in  Christ’s  name,  or  more  efficacious 
than  the  redeeming  power  of  the  Holy  Spirit. 

The  Salvation  Army  views  with  alarm  the  prevalence  and  rapid 
growth  of  alcoholism  and  drug  addiction  among  the  women  of 
Canada.  To  the  woman  alcoholic  life  is  hard  and  drab.  She  has  lost 
hope,  ambition  and  inner  power.  Intoxication  in  women  is  invariably 
disapproved.  The  comic  drunk  scene  always  presents  a man,  never 
a woman  at  whom  people  laugh  — and  for  whom  they  sometimes 
even  feel  sympathy.  It  produces  disruption  in  family  life.  So  often 
women  have  had  their  children  taken  away  from  them  by  the 
authorities  because  of  this  problem.  Later  alcoholism  brings  mental 
and  physical  deterioration,  as  well  as  breakdown. 

Faith  in  God  is  the  chief  help.  Although  life  for  the  alcoholic 
woman  has  had  many  disappointments,  she  can  always  talk  to  God. 
If  you  were  to  ask  the  purpose  of  our  work  we  would  say  to  make 
tangible  the  love  of  our  Lord,  Jesus  Christ.  The  alcoholic  needs  help 
spiritually,  socially,  physiologically,  or  some  combination  of  these. 
The  woman  who  enters  the  Homestead  program,  regardless  of  the 
source  from  which  she  comes,  is  usually  in  a condition  in  which  she 
feels  she  has  been  defeated  by  adversity  and  depleted  of  physical 
health.  Sympathetic  and  friendly  treatment  will  help  her  to  under- 
stand that  there  are  those  who  care  about  her.  This  tremendously 
helps  her  outlook.  Kindness  will  also  help  to  allay  her  fears  for  the 
future.  An  arrangement  with  a nearby  hospital  for  emergency  care, 
and  also  with  clinics  for  her  physical  needs,  has  been  made.  We  also 
have  the  services  of  a physician  available  at  the  Homestead. 

For  a number  of  years  the  importance  of  presenting  an  educa- 


tional  program  on  this  urgent  subject  has  engaged  our  attention. 
Integrity  of  heart  and  skillfulness  of  hand  is  a wonderful  combi- 
nation and  it  is  along  these  lines  that  our  training  and  education 
should  run.  The  leaders  of  tomorrow  must  be  educated  today  for 
this  great  responsibility  and  duty. 

In  the  very  early  days  of  Bible  history  the  question  was  asked 
of  God:  “Am  I my  brother’s  keeper?”  In  a very  real  sense  we  are 
our  brother’s  keeper. 

A Case  History 

A telephone  call  was  received  from  a troubled  and  perplexed 
son  whose  mother  had  a long  drinking  record. 

Jane,  age  45,  was  married  at  an  early  age  and  was  separated 
from  her  husband.  She  moved  from  Eastern  Canada  and  was  living 
common-law  with  an  alcoholic.  She  arrived  in  a state  of  delirium 
tremens  and  it  was  necessary  for  her  to  receive  hospital  treatment. 

Upon  her  return  to  the  Homestead  from  the  hospital  she 
responded  to  the  program  offered  and  renewed  her  faith  in  God 
and  man.  Eventually  she  obtained  a job  through  an  interview 
arranged  for  her  by  the  Special  Placement  of  the  National  Employ-, 
ment  Service. 

The  highlight  of  her  life  was  when  she  and  her  family  were 
reunited  and  she  was  at  home  in  body,  soul  and  spirit.  ■ 


J.  D.  H.  Craig*  m.d.,  m.b. 

The  following  is  a report  on  the  work  carried  out  in 
Labrador  City  in  the  field  of  alcohol  education  upon  my  return 
from  the  Summer  Course  put  on  by  the  Ontario  Addiction  Research 
Foundation. 


*Dr.  Craig  is  a General  Practitioner  in  Labrador  City. 


Contact  was  made  with  the  following  groups  with  the  object  of 
studying  local  problems  connected  with  alcohol: 

— both  mining  companies  in  the  area 

— Alcoholics  Anonymous 

— The  United  Steelworkers  of  America 

— the  local  Medical  Association 

— the  churches 

— the  local  police  detachment. 

As  a result,  a group  was  formed  consisting  of  two  union  representa- 
tives, two  personnel  managers,  two  doctors,  a Salvation  Army 
captain,  an  R.C.M.P.  sergeant,  and  a member  of  A.A. 

One  company  was  initially  reluctant  to  participate  because  it 
considered  that  if  a man  drank  so  much  that  his  efficiency  was 
impaired,  he  was  fired;  it  was  therefore  considered  that  there  were 
no  alcoholics  on  the  payroll.  After  further  discussion,  however,  the 
company  decided  to  send  its  personnel  manager  to  the  meeting. 

After  several  informal  discussions,  a meeting  attended  by  all 
members  of  the  group  took  place  in  the  United  Church  basement. 
The  main  topic  discussed  was  “Is  there  a problem  of  drinking  in  our 
local  area?”;  all  were  in  agreement  that  a problem  existed.  The 
doctors,  the  Salvation  Army  captain  and  the  A.A.  representatives 
considered  it  affected  roughly  five  per  cent  of  the  working  force; 
but  the  company  representatives  thought  it  was  only  a problem  in 
about  one  per  cent.  An  attempt  was  therefore  made  to  reconcile  the 
two  approximate  figures  by  producing  specific  cases;  it  became 
obvious  that  the  higher  figure  was  nearer  the  truth.  This  difference 
of  opinion  was  caused  mainly  by  a lack  of  definition  of  “alcoholism” 
and  “alcoholic”;  it  was  considered  that,  since  any  alcoholic  who  is 
recognized  to  be  just  that  by  his  employer  will  be  out  of  a job  and, 
as  a result,  out  of  accommodation,  the  chances  of  a true  alcoholic 
remaining  up  here  indefinitely  were  very  slight.  Consequently,  the 
group  was  more  concerned  with  potential  alcoholics  and  reformed 
alcoholics.  The  north  has  always  had  its  share  of  reformed  alcoholics 
who,  under  conditions  of  stress,  will  start  drinking  again. 
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As  a result  of  this  meeting,  there  was  a much  closer  liaison 
between  the  groups  represented.  Literature  has  been  distributed  and 
films  (e.g.  “David”  and  the  cartoon)  shown  to  local  youth  groups, 
company  training  departments  and  church  groups.  There  is  still  one 
difficulty  — namely,  to  make  the  larger  companies  who  have  an 
indifferent  approach  to  alcoholism  change  their  attitudes.  Suggestions 
put  forward  by  the  group  to  the  companies  inevitably  come  up 
against  the  management-union  agreement  with  its  fixed  set  of  rules, 
and  no  chance  of  making  exceptions.  There  is,  as  yet,  no  bunkhouse 
set  aside  especially  for  reformed  alcoholics  or  men  who  want  to 
escape  the  influence  of  the  drinking  group. 

There  are  still  too  many  ex-alcoholics  drifting  back  to  a state  of 
alcoholism  because  a friend  has  forced  a drink  upon  them.  How- 
ever, some  of  them  now  recognize  the  danger  and  tell  their  friends 
to  phone  one  of  the  group  if  they  start  hitting  the  bottle  again.  If 
help  can  be  given  early  enough,  the  cycle  may  be  broken  at  an  early 
stage;  however,  too  many  supervisors  are  unaware  of  the  drinking 
habits  of  their  men,  and  fail  to  recognize  the  problem  for  what  it  is. 
Far  too  often  it  is  only  recognized  when  the  man  is  driving  a heavy 
piece  of  equipment  and  smelling  like  a distillery.  At  this  stage  noth- 
ing can  be  done,  as  the  man  loses  his  job  — and  in  most  cases  will 
end  up  a chronic  alcoholic  — carrying  a problem  to  some  agency  in 
a big  city.  ■ 


Clergyman  — Doctor  — Boss 

TRIPLE  PLAY  REHABILITATION 

FOLLOWING  are  excerpts  from  a discussion  about  an  alcoholic 
employee  of  a major  industry  in  a small  Ontario  town.  These 
words  are  taken  from  a tape  recording  of  the  actual  conversation 
involving  a clergyman  (Rev.  A),  a physician  (Dr.  B.).  and  the 
assistant  production  manager  of  the  company  (Mr.  C).  They  were 
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asked  to  discuss  how  they  worked  together  to  help  the  alcoholic 
(Donald) . 

Rev.  A.  — “My  first  real  contact  with  Donald  was  after  his  last 
binge.  That  was  2 V2  years  ago  and,  thank  God,  it  can 
still  be  called  his  last  binge.  At  that  time  he  believed  he 
had  lost  his  job  and  his  family.  He  had  made  his  last  ' 
promise  to  his  wife  and  his  boss  and  had  failed  them 
again.  Then  he  came  to  see  me. 

“I  had  talked  to  his  wife  before  this  about  alcoholism. 
Quite  frankly  she  felt  she  had  married  a bum.  That  was 
her  word  for  him. 


“I  didn’t  say  too  much  to  him  when  he  came  to  see  me, 
other  than  that  we  would  have  to  plan  a course  of  treat-  j 
ment  for  him  to  follow.  I warned  him  that  part  of  the 
treatment  would  be  spiritual,  that  I would  be  talking  to 
him  about  God  and  having  him  come  back  to  the 
church;  but  I felt  the  first  big  problem  we  had  to  tackle 
was  his  job.  We  agreed  that  his  family  had  to  be  sup- 
ported. That  was  about  where  we  left  it  at  our  first 
discussion.  And  it  was  agreed  that  I should  talk  to  his 
boss  about  him.” 

Mr.  C.  — “I  had  known  Donald  personally  for  about  six  years.  I 
His  situation  with  the  company  at  the  time  of  his  last  I 
bender  was  that  he  had  been  warned  that  any  further 
absences  from  work  because  of  alcohol  would  result  in 
the  loss  of  his  job.  Consequently,  when  it  came  to  my 
attention  that  he  was  absent  again  I called  in  Rev.  A. 
and  the  company  personnel  man  to  discuss  Donald’s 
case  before  taking  any  action.  Rev.  A.  mentioned  a Dr. 

B.  who  was  interested  in  this  type  of  case  and  could 
probably  help  us  if  we  decided  to  continue  to  employ 
this  man. 


Dr. 


“After  this  offer  of  assistance  had  been  confirmed,  I 
called  Donald  into  my  office  for  a discussion  of  his 
problem.  At  this  time  he  had  been  talking  with  Rev.  A. 
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for  three  or  four  days  and  had  to  admit  that  he  was  an 
alcoholic  and  needed  help,  and  that  he  would  see  Rev. 
A.  and  Dr.  B.  for  such  assistance.  I made  it  very  clear 
that  he  must  break  off  relationships  with  certain  people 
who  were  encouraging  him  to  drink.  We  also  talked 
about  his  family  situation  and  his  financial  situation. 
These  are  the  main  points  that  we  discussed  at  that 
time. 

“There  was  no  misunderstanding  on  his  part  as  to  his 
situation  in  relation  to  his  job  and  in  relation  to  me.  One 
thing  I might  mention  here  is  the  fact  that  in  the  past 
Donald’s  immediate  supervisor  had  covered  up  for  him. 
I told  Donald  that  this  would  not  be  the  case  anymore, 
and  that  there  was  no  doubt  in  the  supervisor’s  mind 
now  as  to  what  was  expected  of  him.  When  Donald  left 
my  office  he  knew  he  had  a job  as  long  as  he  carried 
out  his  part,  and  that  I was  particularly  anxious  that  he 
contact  Rev.  A.  and  Dr.  B.  I told  him  also,  that  I would 
be  talking  to  him  from  time  to  time  about  his  progress 
and  that  I would  also  keep  in  touch  with  Rev.  A.  and 
Dr.  B.” 

Dr.  B.  — “When  he  first  came  to  see  me  on  the  suggestion  of 
Rev.  A.,  Donald  was  a very  timid  man  with  a pretty 
clear  grasp  of  his  situation.  He  knew  he  was  in  trouble. 
He  knew  he  could  not  handle  alcohol,  and  he  knew  he 
was  losing  his  wife  and  family  rapidly  — if  he  hadn’t 
already  lost  them.  So  he  was  extremely  concerned. 
“Donald  was  a compulsive  drinker  — by  which  I mean 
that  he  would  go  out,  get  a bottle  or  two,  consume  them 
as  fast  as  possible,  and  then  seem  to  run  away,  dis- 
appear. Often  he  would  disappear  from  the  community; 
he  would  get  in  his  car,  well  loaded,  drive  300  miles  or 
so  before  snapping  out  of  it  and  returning  home.  Donald 
was  a dependent  type  in  the  sense  that  he  needed  a 
crutch.  Alcohol  was  his  crutch.  But  in  the  interview  he 
was  anxious  to  share  not  only  his  problem  of  alcoholism, 
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but  many  other  problems  relating  to  his  marital  situa- 
tion, his  financial  situation.  All  these,  I think,  impinged 
upon  his  problem  with  alcohol. 

“Now  you  may  wonder  what  one  does  when  one  inter- 
views a patient  such  as  this.  My  custom  has  always 
been  to  make  them  feel  that  they  are  just  the  same  as  a 
patient  with  any  other  condition,  and  to  try  to  gain  their 
confidence.  I don’t  say  very  much.  I think  that  for  the 
first  interview  or  two,  it  seems  to  help  the  patient  a 
great  deal  if  the  doctor  can  be  a good  listener. 

“This  man’s  problem  was  complicated  by  a certain 
condition  which  arose  out  of  a war  injury  — an  injury 
which  caused  severe  pain.  So  here  was  an  additional 
reason  for  drinking.  He  was  taking  a fair  amount  of 
drugs,  as  well,  to  relieve  the  pain.  This  pain  was 
genuine.  He  was  seen  by  an  eminent  orthopaedic  sur- 
geon in  Toronto  and  a first-class  internist  here  in  town, 
both  of  whom  thought  the  pain  to  be  genuine. 

“There  were  additional  problems,  such  as  nutritional 
deficiency  (which  we  took  care  of  with  vitamin  therapy), 
and  severe  insomnia.  The  insomnia  would  often  con- 
tinue for  several  nights  in  succession.  This,  too,  required 
a therapeutic  approach.  In  the  early  stages  I encouraged 
him  to  call  me  at  any  time,  day  or  night;  and  the  odd 
time  at  night  he  did  call.  I think  it  is  important  that  the 
alcoholic  should  feel  free  to  call  somebody  when  diffi- 
culties arise.  Once  discussed,  the  difficulty  is  reduced 
somewhat  in  magnitude.  I think  I must  have  seen 
Donald  at  least  two  or  three  times  a week  during  the 
first  few  months,  and  thereafter  less  frequently  — 
although  in  between  there  was  telephone  communi- 
cation.” 

At  the  conclusion  of  the  case  history,  the  participants 
were  asked  several  questions  relating  to  treatment. 

Q.  — Doctor,  do  you  feel  that  this  man  could  have 


been  cured  of  drinking  without  medical  help? 

A.  — I think  it  is  possible,  but  less  likely.  I feel  that 
this  requires  the  combined  efforts  of  physician, 
clergyman,  occupational  therapist  and  sometimes 
a rehabilitation  officer  (if  we  feel  that  the  man  is 
not  right  for  the  job) . 

Q.  — Dr.  B.,  will  any  doctors  in  the  surrounding  area 
welcome  anyone  in  the  company  who  would  like 
to  speak  to  them? 

A.  — I suspect  that  is  a very  loaded  question.  There  are 
doctors  in  this  area  treating  a fair  number  of 
alcoholics.  I personally  believe  that  the  family 
physician  is  capable  of  helping  the  alcoholic  very 
considerably.  I think  he,  too,  can  be  helped  by 
taking  some  form  of  training. 

Q.  — Dr.  B.,  did  Donald’s  treatment  take  place  entirely 
in  his  home,  or  was  a hospital  involved  to  take 
him  away  from  the  environment  which  was  con- 
ducive to  his  resumption  of  drinking? 

A.  — Donald  was  treated  entirely  as  an  outpatient.  He 
came  to  my  office  regularly.  There  were  diffi- 
culties within  the  home  that  he  was  taking  too 
seriously,  perhaps.  Through  trying  to  interpret 
some  of  the  comments  made  by  members  of  his 
family,  we  tried  to  give  a brighter  picture  of  the 
situation  to  Donald. 

Q.  — Dr.  B.,  I would  like  to  know  whether  the  patient 
was  completely  sober  when  the  first  approach  was 
made  or  whether  he  was  drinking  at  that  time  or 
was  he  just  at  the  end  of  a drinking  bout? 

A.  — His  drinking  bout  had  just  finished.  He  was  not 
under  the  influence  of  alcohol  when  I first  saw 
him  — although  he  had  the  early  signs  of  delirium 
tremens. 

Q.  — Dr.  B.,  do  you  feel  that  the  patient  is  perhaps 
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more  easily  reached  at  the  conclusion  of  a drink- 
ing bout? 

A.  — I believe  that  is  so.  We  have  a case  at  the  moment 
in  which  the  patient  is  still  under  the  influence 
and  therefore  hasn’t  reached  that  remorseful  stage 
which  is  conducive  to  contact. 

Q.  — Rev.  A.,  what  particular  attention  should  be  given 
to  the  family  of  the  alcoholic  in  order  to  interpret 
his  situation? 

A.  — I felt  that  I had  to  begin  with  the  family.  They 
really  didn’t  understand  this  as  an  illness.  Instead, 
they  interpreted  Donald’s  drinking  as  pleasurable 
self-indulgence  and  an  indication  that  he  no 
longer  cared  for  them.  Dr.  B.  and  I both  worked 
with  the  family  in  conjunction  with  Donald  sepa- 
rately. We  especially  tried  to  enlist  the  coopera- 
tion of  the  wife  as  another  member  of  the  treat- 
ment team,  helping  her  to  see  the  problem  from 
the  clinical  point  of  view. 

Q.  — Rev.  A.,  did  this  man  join  A.A.? 

A.  — I talked  to  him  about  A.A.,  but  as  yet  he  hasn’t 
shown  any  interest. 

Q.  — Rev.  A.,  it  has  been  my  experience  with  alcoholics 
that  during  the  “drying  out”  stage  they  have  a lot 
of  spare  time  on  their  hands.  What  do  you  sug- 
gest they  do  with  that  time? 

A.  — As  a clergyman,  I have  a lot  of  spare  jobs  on  my 
hands,  some  of  which  the  patient  can  help  with. 

Dr.  B.  —In  connection  with  this,  I might  add  that  Donald  has 
taken  an  active  part  in  the  community,  and  has  taken 
charge  of  a boy’s  hockey  team  — an  active  and  time-  | 
consuming  job. 

Rev.  A.  — He  has  also  resumed  church  activities. 

Q.  — Did  Donald  show  any  resentment  about  discussing 
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his  problems?  Did  he  come  to  you  voluntarily? 
A.  — He  was  pressured  into  coming  to  me  by  his  wife, 
inasmuch  as  she  told  him  I would  see  him.  He 
knew  his  wife  was  going  to  leave  him  and  also 
that  he  would  lose  his  job. 

Q.  — Dr.  B.,  do  you  think  the  patient  should  have  gone 
to  Rev.  A.  possibly  three  or  four  times  before  any 
other  professional  help  was  called  in? 

A.  — No.  I think  the  doctor  should  be  called  in  at  the 
beginning  for  consultation. 

Q.  — Dr.  B.,  could  not  family  agencies  and  other  com- 
munity agencies  help  by  reaching  potential  alco- 
holics within  the  community  before  the  individual 
gets  into  trouble? 

A.  — I think  there  are  situations  where  you  should  go 
out  and  try  to  help  the  person.  But  unless  that 
person  wants  help  and  is  willing  to  cooperate, 
there  isn’t  too  much  you  can  do. 

Q.  — Mr.  C.,  what  was  your  reaction  when  you  found 
that  the  supervisor  had  been  covering  up? 

A.  — I was  disgusted.  Because  of  this  covering  up,  we 
had  no  idea  of  the  time  missed  because  of  alco- 
holism. We  thought  it  was  for  medical  reasons. 
In  addition  to  the  falsifying  of  records,  it  wasn’t 
fair  to  Donald.  Perhaps  had  we  known  about  his 
problem  earlier  we  could  have  cured  it  within 
the  company.  I don’t  know.  At  any  rate,  we  take 
a very  dim  view  of  this  sort  of  thing. 

Rev.  A.  — I would  just  like  to  point  out  that  we  are  not  yet  com- 
pletely  out  of  the  woods  as  far  as  this  man  is  concerned. 
He  still  has  the  terrific  pain,  and  he  is  not  an  easy  man 
to  get  along  with.  But  rehabilitation  is  a slow  process 
and  a very  difficult  one.  We,  as  a team,  can  only  con- 
tinue to  work  with  him,  helping  as  much  as  possible. 
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Kenneth  M.  Langdon*  magistrate 

The  seminar  that  I attended  one  and  a half  years  ago 
has  made  me  particularly  aware  of  the  problem  of  the  abuses  of 
alcohol  in  this  area  in  particular,  as  it  pertains  to  juvenile  offenders, 
and  those  charged  with  operating  a motor  vehicle  under  the  influ- 
ence of  alcohol,  and  in  these  two  fields  at  least  the  problem  is  acute. 

Recently,  a youth,  twenty  years  of  age  professed  to  be  an 
alcoholic  and  offered  this  as  an  explanation  for  his  conviction  for 
break  and  entry.  The  day  previously  a husband,  the  father  of  a 
family  of  six,  brought  into  Court  on  a non-support  charge,  admitted 
that  he  is  an  alcoholic,  spending  $10  a week  for  alcohol  out  of  a 
total  income  of  approximately  $75  per  week. 

As  a result  of  the  Seminar,  I have  felt  in  the  position  to  speak 
with  confidence  on  the  subject  of  alcohol  as  a problem  and  I have 
made  a practice  of  explaining  this  problem  to  those  who  appear  in 
Court,  and  who  would  be  receptive  to  remarks  from  the  Bench. 

The  following  letter  is  from  a father  who  appeared  in  Court  on 
behalf  of  his  16-year-old  daughter  who,  with  some  of  her  friends, 
appeared  in  Court  in  connection  with  teenage  drinking.  I believe  it 
demonstrates  very  impressively  the  part  the  courts  have  to  play  in 
alcohol  education. 


Magistrate  K.  Langdon 
Burlington,  Ontario 

Dear  Sir: 

My  wife  and  I wish  to  express  to  you  our  sincere  appreciation 
for  your  interest  in  our  daughter  and  her  friends  when  they  appeared 
before  you  on  November  6th.  My  daughter  was  properly  impressed 
with  the  dignity  of  the  Court  and  the  expressions  of  concern  you  so 
aptly  directed  to  her  and  the  others. 

We  would  like  to  obtain,  if  possible,  a copy  of  the  address  you 
made.  It  expressed  concisely  and  impressively  the  problem  of  teen- 

*Magistrate  Langdon  is  Provincial  Magistrate  for  the  County  of  Halton,  Ontario. 
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age  drinking  and  the  concern  and  interest  you  personally,  and  the 
police,  under  Chief  Skerrett,  have  for  our  children. 

Speaking  for  ourselves,  my  wife  and  I — who  thought  we  were 
“bringing  up”  our  children  properly  — have  had  to  do  some  deep 
thinking  and  soul  searching.  Our  past  intent  was  clear,  but  it  is 
evident  we  were  far  from  a solution.  Chief  Skerrett,  in  a long  inter- 
view I was  privileged  to  have  with  him,  brought  home  the  problem 
of  “communication”  with  our  children.  It  is  unfortunate  there  is 
such  a lack  of  knowledge  of  the  teenagers’  problems  with  parents 
such  as  ourselves.  My  ego  was  completely  deflated  to  discover  how 
little  I knew  about  current  difficulties  the  Courts  and  the  law 
enforcement  agencies  have  with  young  people. 

This  whole  experience,  besides  impressing  my  daughter  deeply 
in  many  ways,  was  handled  by  all  concerned  — and  especially  by 
yourself  — to  express  it  simply  in  a perfect  manner.  We  could  not 
have  wished  for  any  more  impressive  and  thoughtful  decision  by 
yourself,  and  your  taking  time  to  express  this  to  the  youngsters  as 
you  did  was  deeply  appreciated  by  my  wife  and  myself.  This  cer- 
tainly meant  more  to  our  daughter  and  ourselves  than  disposition  of 
the  case  in  the  same  manner  that  so  many  others  were  handled 
earlier  in  the  day. 

Our  own  family  relationships  are  being  re-oriented  with  a view 
to  stricter  standards  of  conduct,  punishments  and  “rules  of  proce- 
dure”. This  to  be  accomplished  chiefly  with  more  family  discussions 
on  all  types  of  problems  where  full  expression  of  feelings  can  be 
given  and  suitable  explanations  and  agreements  worked  out  to 
mutual  satisfaction. 

I have  discovered  how  unfortunate  I have  been  in  never  previ- 
ously having  to  attend  at  Court  and  discover  how  so  many  lives  are 
conducted.  I suggest  there  is  some  merit  in  requiring  all  adults  to 
attend  Magistrate’s  Court  — - other  than  traffic  court  — at  least  once 
a year  to  learn  of  community  problems,  and  the  wisdom  of  the  law. 

Yours  truly, 

(Signed)  ■ 
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The  Role  of  the  Probation 
Officer  with  the  Alcoholic 

by  Roy  Brillinger* 


AMID  the  many  duties  of  the  probation  officer  both  as  an  officer 
of  the  court  and  as  a social  caseworker,  the  supervision  of  one 
particular  kind  of  client  is  fraught  with  peculiar  problems.  This 
individual  may  tend  to  be  likeable,  imaginative,  often  intelligent  and 
capable,  but  at  the  same  time,  he  can  be  very  difficult,  demanding 
and  frustrating.  With  individuals  of  this  type  we  often  experience  a 
high  rate  of  failure.  The  reference  is  to  the  alcoholic  who  has  been 
placed,  or  is  about  to  be  placed,  on  probation  to  us  by  the  court,  or 
who  has  come  to  us  voluntarily,  perhaps  in  a family  counselling 
setting. 

It  seems  apparent  that  probation  officers  can,  with  the  rest  of  the 
public,  fall  into  what  appears  to  be  a common  fallacy  with  regard  to 
alcoholism.  So  very  little  is  known  about  it,  other  than  its  socially 
disturbing  results,  that  there  is  a tendency  to  isolate  a person  in  this 
condition  into  the  background  of  our  caseload,  or  if  casework  is 
used,  we  focus  on  more  superficial  problems  rather  than  bearing 
foremost  in  our  minds,  the  fact  and  effect  of  the  alcoholism. 

What  1$  Alcoholism? 

Seliger  defines  an  alcoholic  as,  “One  whose  drinking  definitely 
interferes  with  one  or  more  of  his  important  life  activities  — in 
business,  in  the  home,  in  the  family  and  in  the  community”.  O The 
World  Health  Organization  states  that,  “Alcoholics  are  those  exces- 
sive drinkers  whose  dependence  upon  alcohol  has  attained  such  a 
degree  that  it  shows  noticeable  mental  disturbance  or  an  interference 
with  their  bodily  and  mental  health,  their  inter-personal  relations, 


*Mr.  Brillinger  is  a probation  officer  with  the  Ontario  Probation  Service  in  Brace- 
bridge,  Ontario.  His  article  originally  appeared  in  the  April,  1963  issue  of  The 
Canadian  Journal  of  Corrections.  Mr.  Brillinger  attended  the  Foundation’s  Sum- 
mer Course  on  Alcohol  and  Addiction  Problems  in  1962. 
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their  smooth  social  and  economic  functioning;  or  who  show  the 
prodromal  signs  of  such  developments.  They  therefore  require  treat- 
ment.” (2)  Perhaps  the  most  general  definition  and  yet  the  most 
comprehensive  is  that  given  by  Jellinek.  His  theory  is  based  on  the 
fact  that  there  appear  to  be  a series  of  “alcoholisms”  which  are 
related  to  the  two  common  factors,  the  drinking  of  alcohol  and  the 
damage  caused  by  alcohol  (whether  it  be  social,  economic,  physio- 
logical, or  psychological).  He  then  divides  this  “genus”  into  four 
well-defined  “species”  with  the  provision  for  the  inclusion  of  more 
types  as  they  are  isolated  by  research.  Without  mentioning  details, 
the  four  types  are  as  follows:  a neurosis  or  neurotic  response 
pattern;  a personality  inadequacy;  psychotic  and  psychopathologic 
personality  and;  a hypothetical  constitutional  liability.  “Thus  alcohol 
addiction  may  be  defined  as  an  individual  reaction  to  heavy  pro- 
longed alcohol  consumption  determined  by  psychological  and  phys- 
ical characteristics  of  the  individual  under  certain  social  and  cultural 
conditions  in  his  environment.”(3) 

Professional  Responsibility 

As  probation  officers  we  must  be  aware  of  the  fact  that  we 
cannot  be  “all  things  to  all  people”.  We  are  only  qualified  to  deal 
with  the  individual  alcoholic  as  he  begins  to  have  difficulty  in  coping 
with  problems  of  social  living.  It  is  likely  that  we  have  learned 
something  of  the  psychological  and  physical  side  of  human  develop- 
ment but  this  does  not  give  us  license  to  go  further  in  the  helping 
process  than  the  social  area  with  its  implications  for  the  client. 
Indeed,  to  go  further  could  be  potentially  damaging  for  the  client. 

How  well  do  we  know  the  alcoholic  and  can  we  accept  him  with 
his  defensiveness,  his  hostility,  his  basic  insecurity,  and  above  all,  his 
excessive  dependency?  Are  we  probation  officers  emotionally  as  well 
as  intellectually  able  to  accept  his  need  to  distort  the  truth,  break 
promises,  act  impulsively,  be  easily  frustrated  and  test  us  so  fre- 
quently? If  we  know  that  he  is  an  immature  person,  can  we  under- 
stand that  he  is  such  and  not  expect  completely  adult  behaviour?  A 
self-examination  of  our  own  feelings  and  attitudes  towards  alcohol 
and  its  use  is  essential. 
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Diagnosis 

While  there  is  no  one  personality  type  amongst  those  who 
become  alcoholics,  it  appears  to  have  been  generally  accepted  that 
many  alcoholics  do  tend  to  have  certain  characteristics  in  common. 
These  traits  may  be  found  in  varying  degrees  in  various  persons 
and  these  phenomena  may  have  been  obvious  before  the  onset  of 
alcoholism.  Within  the  concept  of  diagnosis,  the  probation  officer  in 
his  investigation  (through  the  preparation  of  the  pre-sentence  report 
or  other  means)  may  well  pay  attention  to  the  client’s  acceptance  of 
responsibility,  his  dependency  needs,  his  lack  of  self  discipline,  pre- 
occupation with  himself,  his  negative  authority  attitudes,  his  sense  of 
inadequacy,  his  unrealistic  approach  to  problems,  his  limited  interests 
and  shallow  or  superficial  interpersonal  relationships.  These  per- 
sonality factors  affect  the  client’s  role  as  he  functions  in  the 
community  and  at  home. 

The  Immediate  Goal 

The  immediate  goal  is  helping  the  client  attain  sobriety.  In  many 
of  our  cases,  we  do  not  see  the  alcoholic  during  the  withdrawal 
period  or  in  the  recovery  from  a “binge”.  We  are  more  likely  to  see 
him  as  the  defensive,  inadequate  person,  who  is  about  to  be,  or  has 
already  been,  placed  on  probation,  or  who  is  the  uncooperative 
partner  of  the  wife  who  has  come  to  us  for  advice.  However,  where 
we  do  become  involved  with  a client  having  a “hangover”,  “shakes”, 
or  other  withdrawal  symptoms  it  must  be  remembered  that  this  man 
may  be  in  his  most  remorseful  state  and  that  he  may  readily  accept 
a referral  to  a doctor  for  assistance  with  his  physical  state.  “Alco- 
holics are  most  receptive  to  help  during  the  self-depreciation  phase 
that  follows  the  hangover.  You  don’t  have  to  reprove  him.  He 
already  feels  so  miserable,  unworthy,  helpless,  and  immoral  that 
encouragement,  understanding,  and  patience  are  much  more  effective 
than  reproof.” (4) 

Depending  upon  the  individual  concerned,  he  may  be  caught  at 
any  stage  from  the  onset  of  the  first  “blackout”,  to  the  “bankruptcy 
of  alibis”  and  the  vicious  circle  of  drinking.  The  first  memory  loss, 
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for  some,  may  be  such  a fearful  experience  that  he  is  ready  for  help 
at  this  stage.  Within  a probation  officer’s  experience  are  cases  where 
the  appearance  in  court  or  the  threat  of  the  wife  leaving  are  suffi- 
ciently upsetting  to  the  alcoholic  that  he  stops  drinking  even  for  a 
short  time.  The  client’s  vulnerability  at  this  stage  may  depend  upon 
whether  he  thinks  his  drinking  affects  his  activities  or  his  activities 
affect  his  drinking. 

Alcoholics  Anonymous 

After  our  assessment  of  the  client,  we  have  some  indication  of 
his  ability  to  use  groups  and  the  part  groups,  from  childhood  to  the 
present,  have  played  in  his  developmental  life.  Many  of  our  clients 
will  be  able  to  relate  more  easily  to  other  people  in  groups  than  in 
a face-to-face  casework  setting.  If  the  client  has  demonstrated  this 
ability,  a referral  to  a local  Alcoholics  Anonymous  group  may  be 
indicated.  In  addition,  “Since  a parolee’s  relationship  with  his  parole 
officer  may  only  last  a year  or  two,  the  parole  officer  should  encour- 
age him  to  join  A.A.  or  a similar  organization.  Therefore  the  officer 
should  know  A.A.  as  well  as  he  knows  his  own  church  or  fraternal 
group.  He  must  reconcile  the  permissive  approach  of  A.A.  with  the 
aws  and  rules  dealing  with  parole  supervision”.  (5)  Even  if  there  is 
Dnly  minimal  interest  shown  by  the  client,  encouragement  should  be 
*iven  to  his  at  least  meeting  an  A.A.  contact  and  attending  a group 
meeting.  Most  A.A.  groups  will  be  happy  to  cooperate  and  may 
provide  a contact  person  with  whom  interpretation  as  to  the  client’s 
court  obligations  can  be  made,  with  the  client’s  permission. 

One  may  find  that  because  of  the  client’s  socio-economic  status, 
he  absence  of  an  A.A.  group,  or  his  inability  to  feel  comfortable  in 
groups,  he  would  prefer  a referral  to  a doctor,  psychiatric  clinic  or 
ilcoholism  treatment  centre.  “In  places  where  professional  services 
lo  exist,  A.A.  may  be  used  to  supplement  these  services  in  a vital 
vay.  Specialists  in  the  field  are  often  quite  content  to  help  a patient 
iver  his  alcoholic  crisis  and  then  to  concentrate  on  encouraging  him 
o make  as  full  use  as  he  can  of  the  A.A.  program.  Frequently,  a 
>atient  will  make  this  contact  anyway,  whether  or  not  the  treatment 
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agency  plans  to  have  him  do  so.  Our  main  concern  in  such  cases  I i 
should  not  be  so  much  with  the  patient’s  manifold  emotional  prob-  1 £ 
lems  as  with  supporting  the  powerful  new  defence,  which  he  has  1 1 
found  in  A.A.,  against  the  destructive  impulses  underlying  his  a 
addiction.” (6)  \ t! 

The  only  treatment  resource  that  differs  markedly  as  to  the  value 
of  authority  of  the  court  in  making  a referral  is  the  A.A.  organiza-  r 
tion.  This  group  appears  to  dislike  the  fact  that  a magistrate  may  s 
order  a man  to  “attend  A.A.  at  least  once  a week”.  The  probation 
officer  would  be  well  advised  to  remember  this  and  perhaps  interpret  ^ 
this  to  the  court,  after  first  examining  his  own  A.A.  group’s  feeling 
on  the  matter.  \ te 
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The  Medical  Doctor’s  Role 
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The  local  medical  doctor  can  play  an  important  role  in  the 
treatment  of  the  alcoholic.  “The  medical  man,  especially  the  family 
physician,  is  probably  one  of  the  first  persons  to  be  consulted,  and 
his  attitude  toward  the  patient  as  well  as  the  family  may  be  of  the 
utmost  importance  in  eventual  recovery.” (7)  Almost  all  alcoholic 
clients  should,  at  some  stage  of  treatment,  be  examined  for  physical 
damage  resulting  from,  or  contributing  to,  his  drinking.  The  referral 
may  come  at  different  stages  with  different  clients  — ■ depending 
upon  their  readiness  to  accept  this  treatment,  and  their  need  for  it. 
Often  the  doctor  may  become  part  of  the  “treatment  team”  but  he 
does  not  always  have  the  time  to  counsel  the  client.  A noted  doctor 
stated,  “The  physician  can  treat  alcoholism  successfully  without  the 
help  of  any  other  professional  or  non-professional  person;  so  can  the 
clergyman,  the  social  worker,  the  psychiatrist,  or  Alcoholics  Anony- 
mous. He  also  believes  that  each  of  these  disciplines  can  augment 
the  work  of  the  others  in  a team  approach”.  (8) 
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The  Clergyman’s  Contribution 

There  are  a number  of  stages  in  the  treatment  of  the  alcoholic 
to  which  the  local  minister  or  priest  may  contribute  invaluable  | treatr 
assistance.  His  usefulness  in  a case  will  vary  with  his  own  attitudes  I be  ft 
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and  prejudices  with  regard  to  alcohol  and  its  use.  His  biases  will  be 
evident  to  the  alcoholic  within  the  first  few  words  of  an  interview. 
He  should  be  an  accepting,  non-judgmental  person  with  interest  in 
and  some  knowledge  of  alcoholism.  In  addition,  he  may  have  been 
the  first  person  to  whom  the  client  went  for  help.  Thus,  he  may  be 
a key  person  to  involve  at  the  point  that  the  client  is  showing 
remorse  over  his  drunken  behaviour  or  when  the  client  is  having 
spiritual  doubts. 

Probation  Officer  Organized  Group 

Where  the  probation  officer  is  qualified  to  use  social  group  work 
techniques  and  this  appears  to  be  indicated  because  of  a lack  of 
community  resources  such  as  A. A.  or  Al-Anon  (the  A. A.  wives’ 
group),  consideration  may  be  given  to  the  formation  of  such  a 
group.  The  therapeutic  use  of  groups  can  be  a demanding,  yet 
rewarding  experience.  However,  there  is  much  more  to  group  work 
than  just  using  a group  to  economize  on  time.  It  is  strongly  sug- 
gested that  the  probation  officer  must  have  the  proper  training  and 
preparation.  Assistance  with  such  a project  can  be  obtained  through 
professional  literature  and  professional  group  workers. 

Private  Clinic  or  Mental  Hospital 

Where  the  client  has  the  necessary  financial  resources  and  is 
desirous  of  treatment  away  from  the  community,  the  private  clinic 
or  hospital  can  be  used.  It  is  also  possible  to  use  a mental  hospital 
when  adequate  medical  certification  data  is  available. 

When  is  it  appropriate  to  use  the  various  treatment  clinics  as 
opposed  to  other  services? 

Criteria  for  Use  of  a Clinic 

(a)  Client's  motivation 

The  desire  to  get  well  is  essential  to  successful  therapy.  All  the 
treatment  approaches  appear  to  stress  this  and  an  example  would 
be  the  A.A.  program.  “Motivation  involves  a change  in  feelings, 


[35] 


attitudes  and  way  of  life  — in  alcohol  addiction  this  demands 
deprivation  of  alcohol.  Every  alcoholic  has  some  drive  to  move  in 
the  direction  of  sobriety  and  become  an  accepted,  constructive, 
functioning  member  of  society”.  (9)  However,  there  is  a conflicting 
drive  at  work  as  well,  and  this  pushes  him  in  the  opposite  direction 
— to  a life  with  alcohol.  If  the  client  has  not  suffered  too  much 
from  the  effects  of  his  drinking,  he  has  probably  not  reached  the 
stage  where  he  is  forced  — either  environmentally  or  from  within 
himself  — to  consider  sobriety.  “The  pain  of  life  before  drinking 
contrasted  with  the  pleasure  of  drinking  does  not  as  yet  begin  to 
approximate  the  pain  of  drinking”.  (10)  This  is  what  the  A. A.  creed 
describes  as  the  necessity  of  “hitting  bottom”. 

In  many  circumstances,  it  is  the  better-motivated  client  who  will 
derive,  at  least  initially,  more  benefit  from  a referral  to  a clinic  or 
another  psychiatrically  oriented  treatment  centre.  Thus,  it  remains  to 
the  individual  client  with  his  unique  personality  traits  and  psycho- 
logical defences  as  to  whether  or  not  he  can  make  use  of  this 
beginning  help  in  the  examination  of  his  problem. 

Dr.  S.  J.  Holmes,  states  that,  “Recent  experience  with  so-called 
poorly  motivated  patients  suggests  that  enforced  cooperation  with  a 
therapeutic  regime  may  indeed  be  helpful  and  certain  court  cases, 
certain  cases  referred  from  industrial  firms,  and  certain  cases  com- 
mitted to  mental  hospitals  may  be  cited  as  examples”^11)  Here  we 
have  a clinical  basis  for  our  belief  that  help  can  be  imparted  to  a 
client  within  an  authoritarian  setting  and  there  is  no  reason  to  believe 
that  with  the  alcoholic  client  this  is  any  different. 

The  Court  Order 

Perhaps  the  first  reality  pressure  that  has  meant  anything  to  the 
client  is  the  fact  that  he  has  been  placed  on  probation  and  is  ordered 
to  attend  a clinic  for  treatment.  There  would  not  appear  to  be  any 
greater  risk  in  this  use  of  coercion  than  that  used  by  the  employer 
who  suspends  the  employee  and  refers  him  to  the  clinic.  Through 
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the  means  of  the  professional  relationship  the  probation  officer 
should  be  able  to  interpret  this  use  of  authority  to  the  client  as  part 
of  the  reality  situation.  In  many  cases,  this  may  be  the  first  indica- 
tion to  the  client  that  such  a variety  of  assistance  is  available. 

In  terms  of  administration,  the  probation  officer  should  advise 
the  clinic  of  the  Court  Order  for  best  cooperation.  After  interpreting 
the  purpose  and  method  of  operation  of  the  clinic  to  the  client,  the 
probation  officer  might  assist  in  the  arrangement  of  the  first  appoint- 
ment (if  the  client  cannot  undertake  this  himself).  The  client’s 
permission  must  be  obtained  before  passing  on  personal  history 
information.  Clinical  policy  seems  to  vary  with  regard  to  this  infor- 
mation. The  Alcoholism  and  Drug  Addiction  Research  Foundation 
Clinic  would  rather  contact  the  Probation  Officer  at  a later  date  if 
information  is  required. 

If  the  client’s  developmental  situation  has  demonstrated  a lack 
of  ability  to  make  himself  comfortable  in  groups,  from  his  home 
through  school  days  to  the  present,  it  can  be  postulated  that  a group 
therapy  plan  would  be  unrealistic.  Therefore,  such  a person  may 
more  readily  accept  an  individual  or  “one-to-one”  relationship  as  is 
possible  in  a clinic  setting  or  within  the  probation  office. 

Physiological  Impairment  and  Fears 

Physiological  effects  of  drinking  such  as  tremor,  pre-delirium, 
convulsions,  delirium,  gastritis  and  fatty  liver  leading  to  the  chronic 
medical  problems  such  as  neuritis  or  liver  cirrhosis  should  provide  a 
point  of  entry  for  treatment.  This  may  be  initiated  through  the 
doctor  or  clinic.  Through  treatment  of  the  physiological  complaints 
and  the  necessity  for  sobriety,  a referral  to  a social  worker,  pro- 
bation officer  or  alcoholism  treatment  clinic  may  be  indicated.  Fear 
af  serious  physiological  impairment  may  be  an  underlying  element 
in  the  client’s  seeking  chemical  support;  for  example,  a fear  of 
having  cancer. 

The  modem  treatment  of  the  chronic  alcoholic  is  to  use  an 
approach  known  as  the  “total  push”.  In  this  program,  the  emphasis 
s placed  initially  upon  meeting  the  nutritional  deficiencies.  Both 
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foods  and  fluids  containing  proteins,  salts,  vitamins  are  given  along 
with  some  sedation. 

There  is  little  evidence  to  indicate  that  there  are  any  prevalent 
constitutional  factors  to  pre-dispose  a physiological  need  for  alcohol. 

A client  with  a history  of  mental  illness  should  be  helped  by  the 
most  highly  skilled  treatment  resource  available  — the  psychiatric 
clinic  or  mental  hospital.  However,  it  would  be  advisable  to  have  the 
client  agree  to  a psychiatric  assessment  before  referral  to  a mental 
hospital.  There  are  forms  of  mental  illness  which  may  be  a direct 
result  of  chronic  alcoholism,  developed  over  a lengthy  period  of 
time,  and  these  are  known  as  Korsakoff’s  Syndrome  and  Wernicke’s 
Syndrome. 
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Supervision  of  Drug  Therapy 


Where  it  appears  to  the  probation  officer  through  a doctor’s 
advice,  that  drug  therapy  is  indicated  in  the  withdrawal  of  the  client 
from  alcoholism,  a referral  to  a clinic  or  hospital  is  necessary.  With 
drugs  administered  for  sedation,  especially  barbiturates,  an  addiction 
transference  can  be  easily  fostered  and  this  must  be  carefully 
avoided.  In  addition,  the  use  of  sobriety  support  drugs  such  as 
Antabuse  or  Temposil  should  be  supervised  closely  through  a clinical 
setting. 


A need  for  psychiatric  therapy  may  not  be  obvious  immediately 
upon  the  achievement  of  sobriety  by  the  client.  However,  the  stress 
of  living  without  an  alcoholic  “crutch”  may  bring  on  a mental 
breakdown  necessitating  the  need  for  a psychiatric  referral.  Symp- 
toms to  observe  would  be  a recurrence  of  characteristics  indicative 
of  alcoholism  but  without  the  alcohol. 
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Criteria  for  Treatment 

The  probation  officer  is  involved  at  least  initially  in  all  cases 
coming  to  him.  After  an  assessment  of  the  client  and  his  problems 
some  tentative  treatment  plan  should  be  formed.  This  should  include 
a general  idea  as  to  whether  the  client  can  immediately  use  another  j Pfll 
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more  suitable  treatment  resource;  what  treatment  resource  is  likely 
to  be  most  helpful  and  at  what  point  will  the  client  be  able  to  use 
another  resource.  Under  no  circumstances  should  the  probation 
officer  simply  advise  the  potential  client  to  go  to  see  this  or  that 
agency  or  person  without  making  the  suggested  assessment  as 
previously  indicated.  Without  such  a comprehensive  and  properly 
executed  referral  procedure,  the  client  will  be  lost  between  the  doors 
of  your  office  and  those  of  the  suggested  agency. 

Other  factors  to  be  considered  when  the  probation  officer  is 
examining  the  possibility  of  undertaking  casework  himself  are  the 
following: 

— When  the  client  is  not  willing  to  be  referred  at  least  at  present; 

— When,  due  to  our  knowledge  of  the  client  and  his  background, 
a referral  at  this  time  would  not  be  helpful,  for  example,  with  a 
very  dependent  person; 

— When  a clinic  or  hospital  is  too  distant  or  client  is  not  certifiable 
to  a mental  hospital  (determined  with  the  help  of  a psychiatric 
assessment) ; 

— When  the  client  cannot  use  A.A.  or  there  is  no  group  available; 

— When  the  court  has  ordered  probation  supervision  and  probation 
officer  has  to  maintain  the  role  of  the  “home  agency”;  and  finally 

— When  the  probation  officer,  knowing  his  own  skills  and  time 
available,  professionally  considers  the  client  and  his  situation  as 
being  a problem  that  the  probation  officer  can  handle. 

Casework  with  the  Alcoholic  Probationer 

As  we  face  any  new  probationer,  we  are  aware  of  our  dual  role 

— that  of  a Court  Official  with  the  community  authority  implied  in 
his  position;  and  that  of  the  social  caseworker.  Within  the  frame- 
vork  of  the  authority  invested  in  us  by  the  court,  and  the  client’s 
>bligations  thereto,  we  must  create  a therapeutically  warm  atmos- 
)here.  It  is  in  and  through  this,  that  he  may  be  nourished  and 
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encouraged  to  regard  himself  and  his  situation  as  realistically  as 
possible.  Probation  officers  must  have  due  regard  for  the  client’s 
readiness  and  capabilities  to  accept  our  help. 

The  probation  officer’s  tools  are  the  casework  concepts  of 
acceptance,  the  necessity  for  a non-judgmental  atmosphere,  recog- 
nition of  the  client’s  rights  and  capabilities  as  an  individual  and  our 
own  obvious  empathy  and  support.  These  tools  are  sharpened  by 
our  knowledge  of  human  behaviour  and  by  our  interest  in  gaining 
special  information  as  to  the  general  developmental  patterns  of  the 
addiction  and  recovery  of  alcoholics. 

While  probation  officers  must  realize  that  there  is  a high  failure 
rate  with  alcoholics,  it  is  amazing  to  see  the  change  in  a well- 
motivated  alcoholic’s  outlook  and  pattern  of  life.  To  encourage  this 
it  is  necessary  to  gain  his  confidence  and  this  means  that  the 
probation  officer  needs  an  understanding  that  an  alcoholic  cannot 
adjust  himself  to  delaying  his  behaviour  — that  he  needs  immediate 
assistance,  no  matter  how  unreasonable  his  demands  appear.  Even 
though  it  is  time-consuming,  the  client  must  be  shown  that  he  can 
count  on  the  probation  officer  to  help  him  at  any  time. 
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During  the  long  term  helping  process,  the  probation  officer  can 
gain  assistance  from  remembering  certain  factors.  Firstly,  the  alco- 
holic is  particularly  sensitive  to  misrepresentation  and  so  emotional 
honesty  is  necessary  in  the  casework  relationship.  Secondly,  the 
client  has  a solution  to  his  problem,  except  that  it  is  self-destructive. 
He  handles  his  hostilities  and  anxieties  by  projection  and  passive 
aggression  expressed  through  drinking.  “It  is  for  this  reason  that  the 
alcoholic  who  comes  in  under  duress  does  not  feel  personally 
involved  or  have  any  anxiety  about  the  interview”.  (12) 
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The  probation  officer  cannot  face  such  a client  directly  with  the 
fact  of  his  alcoholism.  Factors  other  than  his  anxiety,  such  as  his 
physical  condition,  his  wife’s  threats,  resentment  over  the  way  he 
feels  he  was  treated  by  the  police,  of  the  court’s  admonition  that  he 
seek  help,  may  have  to  form  the  focus  of  interviews  for  some  time 
while  the  client  learns  that  he  can  express  these  feelings  without  fear 
of  censure.  The  hostility  of  the  client  toward  the  authority  figure  is 
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very  real,  yet  may  be  denied.  The  first  step  is  taken  with  this  prob- 
lem when  the  client  can  admit  to  even  slight  hostility.  This  can 
slowly  be  converted  from  a barrier  to  a force  moving  him  toward 
treatment. 

As  the  client  slowly  regains  his  shattered  self-confidence,  he 
becomes  prone  to  having  a “slip”.  This  does  not  mean  that  treatment 
has  failed;  but  it  may  mean  a testing  of  the  probation  officer;  or 
that  the  client  has  met  with  some  new  rejection  or  frustration  which 
his  new  found  approach  does  not  cover.  Interpretation  of  this  is 
necessary  to  the  bench  when  a breach  of  probation  is  reported. 


Casework  with  the  Family 

Here,  the  probation  officer  does  not  leave  a “captive”  client.  The 
alcoholic  may  come  or  be  referred  to  us  through  an  order  from  an 
employer  to  seek  treatment  or  a fear  of  separation  from  his  wife. 
These  tensions  may  be  to  this  “voluntary”  client  just  as  threatening 
as  an  appearance  in  court  and  being  under  a probation  officer.  The 
tools  and  skills  used  in  a family  counselling  case  will  be  the  same  as 
the  probation  situation. 

Again  with  the  goal  of  sobriety  in  view,  we  must  help  the  client 
; landle  the  most  obvious  area  of  trouble  in  his  life  — the  family. 

Miss  Margaret  Cork  stated  that,  “Until  recent  years,  few  have  seen 
; the  alcoholic  and  his  family  as  a unit  of  interesting  individuals,  each 
}f  whom  reacts  to  and  is  affected  by  the  behaviour  and  personality 
Df  the  other.  The  tendency  was  to  think  of  the  man  and  the  problem 
n isolation,  instead  of  in  relation  to  significant  people  in  his  life”.(13) 
i The  client  and  those  within  his  sphere  of  relationships  must  be 
lelped  to  reduce  the  tensions  and  frustrations  to  a degree  that  he 
: ;an  adequately  handle.  Knowing  the  client’s  need  for  dependency, 
i lis  sense  of  inadequacy  and  the  other  characteristics  he  has  shown, 
he  probation  officer  can  help  modify  and  educate  the  environment 
md  those  within  it  as  well  as  assisting  him  to  come  closer  to  the 
? itandards  and  expectations  that  the  environment  demands  of  him. 
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Wife's  Emotional  Disturbance 

In  many  cases,  our  first  contact  is  with  the  wife.  Her  question 
may  be,  “How  can  I stop  my  husband  from  drinking?”,  or  “I  am 
thinking  of  separating  from  my  husband  and  how  do  I go  about 
it?”  Both  questions  indicate  a deep  emotional  disturbance  with 
relation  to  her  husband,  his  drinking,  his  abuse,  of  lack  of  interest 
in  the  family,  as  well  as  her  own  fears,  frustrations,  and  perhaps, 
guilty  feelings.  “There  is  such  a basic  inadequacy  in  the  one  who 
drinks  (and  surprisingly  enough  often  in  his  partner  too)  and  lack 
of  faith  in  human  beings  that  the  mutual  trust  and  sharing  necessary 
for  a good  relationship  are  absent.  The  chief  aim  of  the  compulsive 
drinker,  once  he  has  started,  is  to  continue  drinking  — that  of  the 
spouse  to  prevent  it.  These  diametrically  opposed  attitudes  inevitably 
lead  to  quarrels,  recriminations  and/or  psychological  withdrawal  on 
the  part  of  one  or  both  partners”.  (14)  How  the  wife  is  handling  the 
alcoholic  is  important  and  from  her  nagging,  babying,  belittling, 
isolation,  taking  over  or  submitting,  the  probation  officer  should  be 
able  to  see  how  distraught  she  is.  The  gentle,  long  suffering,  under- 
standing wife  we  saw  at  first,  on  closer  examination,  may  become 
an  individual  with  a personality  disturbance  almost  as  serious  as  her 
alcoholic  husband’s. 

“Often  the  help  to  one  family  member  while  the  drinking  con- 
tinues, may  bring  about  some  dramatic  or  helpful  changes  in  the 
relationships  in  the  home,  which,  in  turn,  may  force  or  encourage 
the  resistant  partner  to  come  for  help”.(15)  The  probation  officer 
may  have  to  do  much  of  his  initial  work  on  the  case,  with  the  wife. 
He  should  then  strive  to  assist  her  to  break  down  any  emotional 
defence  which  will  stand  between  her  protection  of  self  and  her 
understanding  of  her  husband’s  problems.  Interpreting  the  disease  or 
addiction  aspect  may  help.  The  next  step  might  be  to  help  her  to 
modify  her  expectations  for  her  husband.  It  should  be  remembered 
that  the  wife  who  has  had  to  assume  control  of  the  household  affairs 
(and  perhaps  she  wanted  this  control  anyway)  may  have  definite 
feelings  through  which  she  will  have  to  work  before  she  can  relin- 
quish these  matters  to  her  recovering  husband. 
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An  Alcoholic  Parent 

Through  casework  with  a probationer  (either  adult  or  child)  the 
probation  officer  may  become  aware  of  an  alcoholic  parent.  This  is 
(another  very  difficult  situation  with  which  to  deal.  On  one  hand, 
care  must  be  taken  lest  the  probationer  feel  that  the  parent  is  being 
icriticized  unduly  and  rise  to  his  defence;  and  on  the  other  hand,  the 
probation  officer  must  ascertain  how  far  involved  he  should  become 
with  the  parent.  In  this  situation  as  well,  our  primary  responsibility 
is  to  the  court  and  the  client.  If  the  client’s  parent  comes  to  the 
probation  officer  wishing  assistance  with  his  drinking,  the  probation 
officer’s  responsibility  is  to  be  of  help.  However,  a general  rule 
might  be  that  the  probation,  officer  should  not  become  involved  if 
the  probationer  does  not  want  him  to.  With  the  alcoholic  parent  of 
a juvenile,  an  exception  might  be  made,  especially  where  continuing 
damage  to  the  child  is  occurring,  and  it  is  bound  to  occur.  The  main 
approach  in  such  cases  might  be  similar  to  that  used  with  the 
[alcoholic  husband,  that  is  to  encourage  the  parent  to  think  about  the 
child’s  problem  and  what  the  parent  might  do  about  it.  This  might 
be  introduced  into  a discussion  and  examination  of  the  parental  role 
^nd  how  it  is  upset  and  distorted  by  alcoholism. 

The  Teamwork  Approach 

An  effort  has  been  made  to  show  that  only  in  certain  cases 
should  the  probation  officer  become  intensively  involved  in  case- 
work with  the  alcoholic.  For  a large  number  of  probation  officers, 
a lack  of  treatment  resources  as  well  as  the  officer’s  unique  position, 
:orce  him  to  undertake  more  work  with  alcoholics  than  he  can 
adequately  handle.  Thus,  while  the  probation  officer  should  continue 
:o  use  existing  alcohol  treatment  clinics  and  mental  hospitals,  he 
) [nust  also  find  another  approach  within  his  own  community.  It  has 
: seen  indicated  that  treatment  of  the  alcoholic’s  underlying  emotional 
problems  can  be  a long,  complicated  process,  and  another  approach 
o this  would  be  through  an  interdisciplinary  community  team.  Such 
. i team  in  the  local  community,  made  up  of  doctors,  nurses,  clergy, 
social  workers  (probation  officers)  and  A.A.  people,  . . should 


not  only  be  able  to  share  appropriately  and  realistically  in  rehabilitat- 
ing the  alcoholic  and  his  family  but,  each  member  must  assume  a 
responsibility  for  interpreting  the  illness  or  the  ill  person  to  others  in 
the  community”.  (16) 


In  practical  terms,  the  local  medical  society  might  be  asked  to 
supply  an  interested  doctor  to  act  as  a liaison  person  with  the  family 
physician  or  better  still,  the  family  doctor  could  be  included.  Other 
interested  and  properly  motivated  people  from  these  groups  might 
be  invited  to  a meeting,  the  purpose  of  which  would  be  to  clear  lines 
of  communication  to  insure  that  information  as  to  the  problems  of 
alcoholism  was  adequately  disseminated  and  to  learn  what  each 
discipline  could  offer.  With  this  accomplished,  each  person  could 
feel  more  comfortable  in  making  client  referrals.  In  addition,  each 
discipline  involved  would  have  confidence  in  the  fact  that  the  others 
had  a similar  interest  and  that  all  concerned  were  approaching  the 
problem  with  an  approximately  equal  body  of  alcoholism  knowledge 
within  the  differences  of  background  and  practice  of  each  profession. 
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With  such  a plan  in  operation,  the  probation  officer  could  make  p 
a more  professional  use  of  the  art  of  referral,  which,  if  properly  um 
carried  out,  can  mean  a big  step  in  the  treatment  of  the  individual  m 
case.  Probation  officers  would  gain  a growth  of  interdisciplinary  ^ 
understanding  as  well. 


Summary 


Treatment  of  the  alcoholic  depends  upon  many  factors,  includ- 
ing the  personality  of  the  individual,  the  level  of  his  disturbance  or 
that  of  his  family,  the  degree  of  pre-alcoholism  adjustment  in  the 
individual  and  his  family  and  the  quality  of  the  treatment  process. 
The  probation  officer  after  a careful  assessment  of  his  own  attitudes 
toward  alcohol  and  his  own  skills,  must  decide  whether  the  client  is 
ready  for  treatment,  is  ready  for  a referral  to  a more  appropriate 
resource  or  whether  the  client  and  his  problem  can  be  handled  ade- 
quately, for  the  present  at  least,  by  the  probation  officer.  Should  aj 
referral  be  indicated  immediately  or  later  in  the  process,  the  proba-J 
tion  officer  should  be  aware  of  the  resources  available  and  what 
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they  can  do  with  the  client.  However,  should  the  onus  fall  on  the 
1 probation  officer,  through  lack  of  other  adequate  resources  or  for 
i other  reasons,  he  has  a treatment  role  to  continue.  This  is  the  case- 
work treatment  process,  utilizing  all  the  skills  of  the  social  work 
profession  as  well  as  interpretation  of  any  authoritarian  aspects  of 
1 the  problem.  Finally,  an  appeal  has  been  made  for  the  consideration 
of  an  interdisciplinary  approach  on  a local  level.  Only  with  the 
cooperation  of  the  other  helping  professions  can  the  probation 
H officer  begin  to  meet  the  many  individual  needs  and  the  varying 
1 combinations  of  treatment  levels  and  relationships  that  alcoholics 
require. 

With  respect  to  the  probation  officer’s  role  with  the  alcoholic, 
J Miss  Cork  states,  “Obviously  your  role  cannot,  nor  should  it  be, 

- one  of  intensive  therapy  (though  it  will  be  therapeutic),  nor  of  being 
1€  all  things  to  him.  Your  role  should  not  be  one  of  helping  him  to 
gain  insight  (though  some  may  come  in  the  helping  process),  but 
rather  one  of  helping  him  to  face  and  adjust  to  his  real  life  situation, 
helping  him  to  function  more  adequately  within  the  limits  of  his 
' personality.  At  no  time  should  the  probation  officer  lose  sight  of  the 
v limits  of  probation,  of  his  responsibility  to  the  courts  and  the  com- 
& munity,  and  he  must  constantly  interpret  these  to  the  person  he  is 
i trying  to  help.  At  the  same  time,  your  goal  should  be  more  than 
just  keeping  him  sober  or  out  of  trouble  while  he  is  on  probation.  It 
should  aim  to  fulfill  the  terms  of  probation  as  well  as  making  a start 
on  his  adjustment  to  a more  socially  acceptable  way  of  life”.(17) 

This  is  a challenging  concept  indeed.  It  calls  for  our  best  and 
: concentrated  efforts.  There  is  nothing  so  rewarding,  however,  as  the 
1 joy  of  helping  save  a life  from  destruction.  ■ 
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Perhaps  Noah  Started  it  All 


by  Eileen  Comba 

AN  ancient  Rabbinic  folk-tale  which  goes  back  to  the  time  of 
Noah  illustrates  the  ages-old  contempt  for  the  drunkard.* 

The  myth  relates  that  Noah  was  engaged  one  day  in  breaking 
hard  clods  of  earth,  preparatory  to  planting  a vineyard.  Suddenly 
Satan  appeared  before  him.  In  answer  to  his  diabolic  majesty’s 
query  about  the  kind  of  fruit  it  would  bring  forth,  Noah  replied: 
“The  grape  which  gives  joy  to  man.”  “Then  let  us  work  together,” 
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exclaimed  Satan  with  an  alacrity  which  would  have  given  pause  to  a 
man  less  naive  than  the  ark-builder.  In  any  case,  Noah  consented. 

Thereupon  Satan  slaughtered  a lamb  and  poured  its  blood  over 
the  soil.  He  then  caught  a lion  and  let  the  blood  drench  the  earth, 
thereupon  an  ape,  treating  it  in  the  same  manner.  Finally  he  slew  a 
pig,  and  the  blood  gushed  forth  to  join  that  of  the  three  other  beasts 
as  fertilizer  for  the  ground. 

Noah,  being  human,  could  stay  his  curiosity  no  longer,  and 
implored  the  tempter  to  explain.  Satan’s  reply  was:  “After  the  first 
sip  of  the  juice  of  the  grape  — one  cup  of  wine  — man  becomes  as 
mild  and  gentle-spirited  as  a lamb.  The  second  cup  lends  him  the 
courage  of  a lion,  and  he  bawls  menacingly  about  his  might.  No 
sooner  does  he  quaff  the  third  cup  than  he  dances,  leaps  and  bounds 
foolishly  like  an  ape.  At  last  with  the  fourth  cup,  he  wallows  with  a 
swinish  self-degradation  in  mud  and  filth.” 

A 5,000-Year  Hangover 

In  the  excavations  of  the  tombs  of  Egypt,  a statement  was  found 
to  the  effect  that  the  occupant,  during  his  lifetime,  had  received  and 
cared  for  in  his  house  persons  who  were  “mad  from  wine  and  beer”. 
This  was  perhaps  the  first  “inebriate  home”,  and  dated  back  at  least 
5,000  years.  Another  inscription,  found  on  the  tomb  of  one  who 
was  evidently  a prominent  person,  declared  that  the  occupant  had 
restored  many  persons  who  were  “sick  from  beer  and  wine”.  He 
was  clearly  a specialist  in  the  treatment  of  chronic  inebriety. 

Numerous  pictures  and  inscriptions  on  the  walls  of  these  tombs 
indicate  the  presence  of  alcoholism  and  various  methods  of  treat- 
ment in  ancient  Egypt.  Intoxicated  persons  are  seen  being  carried 
home  by  their  slaves,  while  others  are  in  a state  of  stupor  in  the 
banquet  halls.  Slaves  are  pouring  fluids  down  their  throats  by  means 
of  funnels;  water  is  being  thrown  over  the  head  and  back;  and  one 
man  appears  to  be  covered  with  a robe,  from  the  openings  of  which 


*Feinberg,  Rabbi  Abraham  L.  “Noah-Satan  Drunkenness  Parable  Helped  Strength- 
en Jewish  History”.  ADDICTIONS,  Spring,  1962. 
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vapor  is  escaping  — possibly  indicating  a steam  bath.  Measures  such  ^ 
as  rubbing,  kneading,  and  whipping  the  body  with  brushes  are  a 
shown  in  many  inscriptions.  Mention  is  made  of  remedies  given  for  1 ^ 
these  conditions;  and  special  prescriptions  are  described  — of  which  '!  ^ 
the  poppy  was  a common  ingredient  — - showing  that  inebriety  and  a 
its  treatment  were  subjects  of  great  interest  in  that  far-off  time. 

j jbi 

Then  of  course  there  was  Phaeton,  son  of  the  Greek  Sun-god  ] 
Helios,  who  was  famous  for  his  reckless  driving  of  the  sun-chariot.  5 a 
However,  as  the  gods  weren’t  exactly  noted  for  abstinence  in  any-  j ^ 
thing,  it  is  unlikely  that  there  were  heavenly  billboards  warning  j 
chariot  drivers  “If  you  drive  — don’t  drink”,  or  “Your  country  1 Jem 
needs  you  . . . ALIVE!”  The  lack  of  celestial  statistics  leaves  us  in  ) 
the  dark  as  to  the  prevalence  of  alcoholism  among  the  gods;  but  one  ^ 
could  guess  that  it  ranked  high  on  the  list  of  Mt.  Olympus’  social 
problems. 

* * 

And  the  problem  is  still  very  much  with  us.  Practically  all  of  the 
provincial  legislatures  in  Canada  have  enacted  measures  for  the  care 
and  treatment  of  alcoholics. 


A Plea  for  Inebriate  Asylums 


In  1862,  when  the  Temperance  movement  had  swung  into 
world-wide  action,  Dr.  James  Bovell*  of  Trinity  College,  Toronto, 
submitted  a brief  “commended  to  the  consideration  of  the  legislators 
of  the  Province  of  Canada”  for  inebriate  asylums.  Although  this  j 
“plea”,  as  it  was  called,  reported  the  latest  medical  and  scientific  > 
findings  on  alcohol  and  alcoholism,  there  was  an  unmistakable  ^ 
emphasis  on  the  moral  reformation  of  the  problem  drinker  and  the 
need  to  isolate  him  for  both  rehabilitative  and  contemplative  1 
reasons. 

The  purpose  of  this  “plea  for  the  reclamation  of  inebriates”  was  i 
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*In  the  “Plea”,  Dr.  Bovell  describes  himself  as  “one  of  the  physicians  to  the 
Toronto  General  Hospital,  and  to  the  lying-in  hospital,  lecturer  on  the  Institutes 
of  Medicine  at  the  Toronto  School  of  Medicine,  Professor  of  Natural  Theology  in 
Trinity  College,  author  of  Outlines  of  Natural  Theology,  and  sec.  to  the  Synod 
of  the  Province  of  Canada.” 
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to  ask  the  government  to  establish  two  government-sponsored 
asylums  for  inebriates  — one  in  Montreal,  and  another  in  Toronto. 
Such  asylums  would  accommodate  80  persons  on  10  to  12  acres  of 
land.  “One  of  the  asylums  would  be  for  the  reformation  of  drunken 
and  criminal  cases;  and  another  for  the  merely  drunken  classes,  not 
yet  involved  in  crime”.  The  cost  was  estimated  at  £3,000  per 
annum. 

The  alternative  suggestion  put  forth  in  the  “plea”  was  for  county 
asylums,  supported  by  a “local  county  rate”  and  under  the  control 
of  County  Councils. 

Tender  Mercies  of  the  Wicked 

Not  everyone  agreed  with  Dr.  Bovell’s  optimistic  calculations, 
however,  as  evidenced  by  the  following  letter  from  a Mr.  J.  Work- 
man, Superintendent  of  the  Provincial  Lunatic  Asylum  in  Toronto: 


Provincial  Lunatic  Asylum, 
Toronto,  4th  Sept.,  1862. 

“Dear  Sir  — You  say  that  ‘in  many  instances  the  residence  of 
patients  would  be  comparatively  short.’  If  so,  I fear  the  results 
, would  be  almost  valueless.  The  habit  of  desperate  intemperance 
cannot  be  subverted  in  a brief  period.  Not  only  would  I advise  a 
comparatively  long  residence,  but  also  that  the  residence  should  be 
compulsory  and  under  magisterial  commitment.  If  otherwise,  it  will 
be  found  that  the  relatives  will,  in  19  instances  out  of  20,  insist  on 
discharge  after  brief  residence.  Perhaps  a partial  corrective  or 
preventative  of  this  evil  might  be  had  in  a by-law,  prohibiting  re- 
admission of  patients  taken  out  contrary  to  the  advice  of  the 
| medical  superintendent  (for  I apprehend  your  projected  asylums 
would  be  under  medical  charge). 

j 

“I  object  to  local  township  asylums:  they  would  be  compara- 
tively very  expensive  and  very  badly  managed.  The  philanthropy  of 
municipal  bodies  is,  in  my  estimation,  close  akin  to  ‘tender  mercies 
of  the  wicked’;  and  who  does  not  know  that  privacy  of  residence 
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in  a village  or  rural  spot,  is  an  impossibility.  I believe  in  the  privacy 
of  living  in  a crowd;  a populous  town  would  be  my  choice,  were  I 
under  the  necessity  of  seeking  seclusion  for  any  friend  of  mine. 

“You  say  the  people  taxed  for  the  support  of  such  institutions 
would  feel  directly  interested  in  promoting  the  suppression  of  the 
habit,  i.e.,  of  intemperance.  If  the  tax  fall  wholly  on  the  manufac- 
turers and  vendors  of  intoxicating  drinks,  there  might  be  some  show 
of  argument  in  your  assumption;  but  the  taxpayers  are  not  (to  any 
noticeable  extent)  the  liquor-traders;  and  if  they  can  manage  to  live 
on  their  traffic,  they  will  pay  their  share  of  the  tax  cheerfully,  and 
pocket,  in  return,  one  hundred  fold.  How  could  you  or  I manage  to 
curtail  the  operations  of  the  dram-shops  of  Toronto?  Would  taxing 
us  heavily  for  support  of  drunkards’  asylums  make  us  more  efficient 
repressors  of  the  evil? 

“I  assure  you  I feel  deeply  interested  in  your  movement;  but  I 
would  not  set  out  by  any  representations  which  may  lead  the  public 
to  believe  the  institutions  you  propose  will  be  inexpensive.  This 
would  be  altogether  erroneous  . . . Your  results  must  not  be  esti- 
mated from  statistical  tables  — those  most  illusory  of  all  evidences 
of  public  efficiency. 

“Your  proposal  of  inceptive  model  asylums  in  Montreal  and 
Toronto  is  judicious;  but  do  not  dream  of  applying  the  numerical 
test  as  the  measure  of  efficient  operation.  I think  that  small  asylums 
. . . might  be  established  as  self-sustaining  — or  so  to  some  extent 
— for  there  is,  I fear,  no  trivial  proportion  of  the  vice  of  desperate 
intemperance  in  the  more  affluent  class  of  our  community.  I would 
not  advise  mixed  establishments  — lodging  gentlemen  and  paupers. 
This  is  a serious  evil,  as  I well  know.” 

Truly  yours, 

J.  Workman. 

* * 

Pleading  for  the  “freer  admission  of  less  injurious  articles  as  tea, 
coffee,  cocoa,  the  light  French  wines  and  even  malt”  and  for  two 
scales  of  tavern  licenses,  Dr.  Bovell  hoped  to  cut  down  the  sale  of 
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liquor  at  highway  inns  and  “mark  in  the  minds  of  persons  the  dif- 
ferences . . . between  the  two  kinds  of  taverns”.  Dr.  Bo  veil  states: 
“We  cannot  but  think  that  the  institution  of  such  measures  . . . 
would  result  in  good,  and  that  the  Highlanders’  grace  would  soon 
cease  to  be  said:  ‘Oh,  gie  us  rivers  o’  whisky,  chau’ders  o’  snuff, 
an*  tons  o*  tobacca,  a bread  an’  o’  a cheese  as  big  as  the  great  hill  o’ 
Ben  Navis,  an’  may  our  childer’s  childer  be  lords  an’  lairds  to  the 
latest  sheneration.*  ” 

Alcohol  — Indian  Style 

Attached  to  the  “plea”  are  several  letters  of  commendation  and 
support.  However,  one  of  these  letters  has  little  to  do  with  asylums. 
Instead,  it  presents  an  interesting  and  amusing  picture  of  the  Indians 
of  Manitoulin  Island  and  their  own  methods  of  preparing  “spirituous 
liquors”. 

> Toronto,  October  20,  1862. 

“Dear  Sir  — Since  I saw  you  last,  I have  been  up  to  Manitoulin 
Island.  While  there  I took  the  opportunity  of  making  enquiries  con- 
cerning the  juice  of  wild  grapes,  as  prepared  by  the  Indians;  and  I 
: now  give  you  the  substance  of  the  statements  made  to  me  on  the 
subject  by  individuals  whom  I considered  best  able  to  afford  infor- 
• mation,  as  they  were  in  a position  to  speak  from  their  own  personal 
knowledge  and  observation.  It  appears  that  in  former  times,  some 
of  the  Indians  who  inhabited  or  frequented  the  southern  shores  of 
Lake  Michigan  — where  wild  grapes  grow  in  great  abundance  — 
were  in  the  habit  of  gathering  those  grapes  for  the  sake  of  the  juice. 
The  Indians,  it  appears,  after  going  through  the  process  of  pressing 
1 | the  fruit,  usually  poured  the  liquor  into  empty  whiskey  kegs,  or  kegs 
having  contained  some  other  strong  liquor,  which  they  carefully 
fastened,  and  buried  under  the  sand  during  the  winter.  That  in  the 
spring,  on  their  return  from  their  hunting-grounds,  they  dug  up  the 
kegs,  and  made  use  of  their  contents  as  a delightful  beverage.  But  in 
addition  to  its  pleasant  taste,  I am  informed,  the  liquor  had  strength 
enough  to  make  half-intoxicated  those  who  drank  it,  especially  the 
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younger  members  of  a family.  No  experiment  was  of  course  ever 
made,  so  far  as  I am  informed,  as  to  whether  it  would  render  a 
person  drunk  if  he  took  a quantity  of  it.  Perhaps  those  exhilarating 
qualities  attributed  to  it  by  the  Indians  may,  in  some  measure,  be 
accounted  for,  by  the  fact  of  its  being  confined  in  a keg  which  had 
previously  contained  spirituous  liquors. 

“However,  upon  further  inquiries,  I learned  that  the  ‘Medicine 
Men’  among  the  Indians  are  acquainted  with  roots  and  herbs,  the 
juice  of  which,  obtained  by  boiling  them  together  or  mixing  them 
otherwise,  will  produce  intoxication.  These  preparations,  I am  told, 
are  made  and  administered  only  as  remedies  in  certain  cases  ot 
sickness.  The  drink  of  some  of  them  is  said  to  cause  a pleasant 
sensation  to  the  person  partaking  of  it,  which  makes  him  smoke  his 
pipe  with  much  pleasure,  as  some  people  do  after  taking  a glass  or 
two  of  a strong  liquor.  But  others  are  so  powerful  as  to  render  at 
once  the  patient,  after  taking  the  medicine  — say  a tumbler  full  — 
incapable  of  physical  exertion.  In  such  cases,  he  is  carefully  laid 
upon  his  back  and  closely  watched,  as  the  least  motion  of  the  body 
makes  him  faint:  he  remains  in  that  state  for  a whole  day  or  more, 
not  however  wholly  deprived  of  his  senses.  It  would  appear  mat 
remedies  of  this  kind  are  resorted  to  only  in  extreme  cases  of 
sickness. 

“From  what  is  stated  above,  I think  it  is  evident  that  the  Indians 
knew  in  their  wild  state  how  to  prepare  intoxicating  drinks  from 
various  roots,  herbs,  and  bark.  The  labour,  expense,  and  difficulty 
in  acquiring  and  procuring  the  proper  mixtures,  have  no  doubt  been 
the  cause  of  the  knowledge  of  those  remedies  being  confined  to  a 
few  individual  Indians. 

“I  beg  permission  to  add,  that  it  has  been  stated  to  me  that  the 
‘Medicine  Men’  know  also  how  to  counteract  the  effects  of  whiskey 
and  other  spiritous  liquors.  A person  furnished  with  the  antidote 
may  drink  a quantity  of  liquor  sufficient  to  intoxicate  three  or  four 
individuals;  still  he  would  retain  his  physical  strength  and  the  full 
use  of  his  senses.  Hence  formerly,  when  a person  was  invited  to  a 
great  feast,  where  he  knew  there  would  be  much  drinking,  and 
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perhaps  quarrelling,  and  in  apprehension  that  his  personal  enemies 
might  avail  themselves  of  the  occasion  to  maltreat  him,  he  usually 
took  the  precaution  of  having  about  him  the  counteracting  medicine: 
provided  thus,  no  matter  how  much  he  drank  with  the  others,  he 
could  not  be  made  drunk,  and  was  always  in  a position  to  defend 
himself,  when  attacked.” 

Yours  truly, 

F.  Assikinach. 

Facts,  Opinions — 1862 

Dr.  Bovell  has  incorporated  in  the  “plea”  quotes  from  several 
sources  which  indicate  the  thinking  of  the  public  and  individuals  on 
the  question  of  alcohol  and  alcoholism.  Here  are  a few: 

The  Quebec  Mercury:  . . and  (we)  beg  that,  inebriety  may 

be  looked  on  and  treated  less  as  an  intentional  evil  than  as  a mani- 
festation of  disease,  the  cure  for  which  must  be  sought  in  the  same 
class  of  remedies  as  those  which  are  applied  to  ordinary  insanity”. 

Dr.  Bovell  also  refers  to  an  essay  of  Dr.  R.  B.  Grindrod*,  in 
which  Dr.  Grindrod  mentions  a Report  of  the  New  British  and 
Foreign  Temperance  Society.  The  object  of  this  Report  is  “to  show 
that  the  number  of  deaths  and  burials  in  London,  for  more  than  a 
century  have  risen  and  fallen  according  to  the  facilities  granted  by 
government  for  manufacturing,  vending,  and  purchasing  spirituous 
liquors.” 

In  the  same  essay,  Dr.  Grindrod  mentions  Canada:  “Taking  the 
instance  of  Canada  alone,  we  find  that  the  consumption  of  the 
coarser  corns  employed  in  distilleries,  in  the  manufacture  of  a non- 
assimilable  beverage,  and  therefore  wasted  as  food,  costs  $2,426,390 
a year.” 

An  additional  note  of  interest  comes  from  the  1860  Annual 


*Dr.  Ralph  Barnes  Grindrod  (1817-1880)  was  an  English  physician,  author  and 
Temperance  reformer.  He  believed  that  total  abstinence  was  the  only  safe  and 
effectual  remedy  for  intemperance.  He  was  probably  the  first  man  in  England  to 
sign  the  total  abstinence  pledge.  The  essay  referred  to  was  entitled  “Bacchus”, 
which  became  popular  in  England  and  America  and  for  which  Dr.  Grindrod 
received  the  honorary  degree  of  LL.D.  from  Union  College,  New  York. 
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Report  issued  from  the  Office  of  the  General  Inspector  of  Licenses 
of  the  Corporation  of  Toronto.  It  states  that  in  that  year  there  were 
302  taverns  listed  in  Toronto! 

Aims  of  Inebriate  Asylums 

The  aims  of  inebriate  asylums  can  best  be  summed  up  in  Dr. 
Bovell’s  own  words:  “It  surely  would  not  be  wise  to  take  indivi- 
duals into  residence,  merely  to  keep  them  in  confinement  and  from 
the  pot-house.  Constant  employment,  bodily  and  mental,  adapted  to 
their  capacity  and  power,  must  of  necessity  be  enforced.’5  And  also: 
“.  . . to  save  (a  number  of)  men  and  women  for  a life  of  com- 
parative happiness  and  usefulness  by  the  agency  of  a well  organized 
asylum,  where  agreeable  associations,  good  regimen,  and  moral  and 
religious  influences  would  develop  the  waning  powers  of  both  body 
and  mind.” 

It  Took  76  Years 

It  wasn’t  until  1873,  however,  that  the  legislature  passed  “An 
Act  to  provide  for  the  establishment  of  a hospital  for  the  reclama- 
tion and  cure  of  Habitual  Drunkards”,  and  appropriated  $100,000 
for  the  construction  of  a 78-bed  hospital  to  be  completed  by  July 
1875.  A site  for  the  proposed  hospital  was  purchased  on  Hamilton 
Mountain  and  construction  was  begun. 

Before  the  building  was  completed,  however,  John  W.  Lang- 
muir, the  province’s  first  Inspector  of  Prisons,  Asylums  and  Public 
Charities,  submitted  his  1874-75  annual  report  to  Sir  Oliver  Mowat, 
then  Prime  Minister  of  Ontario.  In  the  report,  Mr.  Langmuir  (who 
had  studied  the  rehabilitation  programs  of  Europe  and  United 
States),  had  to  concede  that  the  demands  for  accommodation  for 
the  mentally  ill  should  take  precedence.  The  Prime  Minister,  on  the 
basis  of  this  report  — and  because  “public  opinion  did  not  seem 
sufficiently  ripe  to  justify  the  expense”  — postponed  the  Hamilton 
project.  Mr.  Langmuir  did,  however,  recommend  a government- 
sponsored  program  for  the  rehabilitation  of  alcoholics  on  a modest 
scale.  It  was  not  until  about  76  years  later  that  such  a program 
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became  a reality,  when  the  Alcoholism  and  Drug  Addiction 
Research  Foundation  was  established  by  an  Act  of  the  Ontario 
Legislature  in  1949. 

Since  1949,  the  Foundation  has  evolved  substantial  programs  in 
research,  treatment,  and  education  and  has  extended  its  services  to 
many  parts  of  the  province.  Currently  there  are  established  opera- 
tions in  London,  Ottawa,  Hamilton,  and  at  the  Lakehead,  as  well  as 
at  three  locations  in  Metropolitan  Toronto.  In  addition  to  these,  a 
regional  program  is  just  getting  under  way  at  Sudbury,  and  there 
are  further  developments  at  Kingston,  in  the  Windsor  area,  and  else- 
where. Ultimately  the  whole  province,  divided  into  10  rational 
economic  regions,  will  be  covered  by  community  and  professional 
consultation  services  and  demonstration  and  clinical  teaching  units 
will  be  established  in  every  professional  training  centre. 


4TH  ANNUAL  SUMMER  COURSE 

on 

ALCOHOL  AND  PROBLEMS  OF  ADDICTION 

Co-sponsored  with  Carleton  University 
(School  of  Public  Administration) 

and 

University  of  Ottawa 
(Faculty  of  Law) 

Direct  inquiries  to : 

Course  Director, 

Addiction  Research  Foundation, 

24  Harbord  Street, 

Toronto  5,  Ontario. 
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Services  in  7 of  Ontario’s  10  Regions 
With  Opening  of  A.R.F.  Sudbury  Centre 

A new  regional  centre  for  the  Addiction  Research  Foundation’s  ] 
program  in  Northeastern  Ontario  got  under  way  this  month  with  the 
appointment  of  Basil  Scully  as  regional  director  and  the  leasing  of  4 
office  space  at  166  Douglas  Street  in  Sudbury.  This  begins  Founda- 
tion services  in  seven  out  of  the  10  economic  regions  of  the  pro- 
vince as  established  by  the  Ontario  Department  of  Economics  and 
Development. 

Chairman  of  the  new  Northeastern  Region  is  T.  M.  Gaetz, 
general  manager  of  the  Ontario  Division,  International  Nickel 
Company  of  Canada  Ltd.  Mr.  Gaetz  appointment  was  announced 
February  12  by  the  Hon.  Matthew  B.  Dymond,  M.D.,  Minister  : 
of  Health  for  Ontario. 

In  announcing  this  appointment,  Dr.  Dymond  observed  that 
“the  selection  of  a leading  industrialist  as  chairman  of  the  board 
of  trustees  is  in  keeping  with  the  Foundation’s  increasing  interest 
in  the  employed  alcoholic.” 

The  Northeastern  Region  stretches  from  the  Quebec  border  to 
the  western  edge  of  Algoma  District,  and  north  from  the  top  of 
Parry  Sound  District  to  James  Bay.  It  includes  such  centres  of 
population  as  Sault  Ste.  Marie,  North  Bay,  Timmins,  Kapuskaping, 
and  Cochrane.  Its  population  at  last  census  report  topped  505,000. 

Mr.  Scully,  the  newly  appointed  regional  director  is  a lifelong 
resident  of  the  area,  and  a veteran  of  28  years  in  radio  and 
television  work  and  community  organization  in  northern  communi- 
ties from  Fort  William  to  Sudbury,  Chapleau,  and  the  Soo. 

From  earlier  Foundation  studies  of  the  region  it  is  evident  that 
many  people  there  believe  alcoholism  to  be  a substantial  local  health 
problem  and  they  are  anxious  to  have  it  dealt  with  constructively. 
The  Foundation  has  also  noted  an  encouraging  degree  of  initiative 
on  the  part  of  physicians,  members  of  Alcoholics  Anonymous, 
clergy,  social  agencies,  and  hospitals,  and  it  is  anticipated  that  a 
cooperative  program  can  be  formulated  to  facilitate  the  treatment 
and  rehabilitation  of  alcoholics  and  to  provide  preventive  education. 
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This  periodical  is  published  four  times  a year  in  the 
interests  of  a deeper  understanding  of  the  widespread 
disorder  alcoholism  and  other  forms  of  addiction. 

Each  issue  contains  pertinent,  factual  information 
selected  primarily  because  of  its  interest  to  those  who 
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SUMMER,  1965 


A Research  Sampler  . 

The  photographs  in  this  issue  of  ADDICTIONS  could  not  have 
been  assembled  as  little  as  five  years  ago . The  research  program 
jj  of  the  Foundation  was  neither  so  varied  nor  so  extensive.  ( There 
■ij  has  been  a 132  per  cent  increase  in  our  research  investment  over 
this  five  year  period .) 

As  a matter  of  fact , looking  back  a mere  25  years  in  this  field 
of  alcoholism  and  drug  addiction  one  is  hard  pressed  to  find  very 
much  activity  going  on  anywhere  in  the  world  that  could  he  dignified 
by  the  term  research. 

Small  wonder , then,  that  in  1965  there  are  still  more  questions 
than  answers  about  the  causes,  courses,  and  outcomes  of  the  addic- 
tion processes. 

As  the  pages  that  follow  will  attest,  however,  there  are  today 
both  progress  and  promise.  There  is  reasonable  hope  for  the  reduc- 
tion of  addiction  problems  among  individuals  and  across  the  breadth 
of  society . 

This  issue  is  not  an  exhaustive  catalogue  of  research  activities 
of  the  Addiction  Research  Foundation.  It  is,  rather,  a sampler.  The 
photographs  help  to  illustrate  the  range  of  our  professional  curiosity 
- — sociological  studies  of  Skid  Row,  clinical  studies  leading  to  the 
development  and  testing  of  new  treatment  methods,  laboratory  work 
with  white  rats  and  with  simpler  forms  of  life,  bibliographic  studies 
of  the  world  literature  on  all  addicting  drugs,  and  opinion  research 
into  people’s  beliefs  about  alcohol  problems.  All  of  these,  and  many 
more  are  contrived  to  cast  more  light  on  the  complex  involvements 
of  people  in  society  with  various  comforting  chemicals.  ■ 
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The  Life  Cycle 
of  the  C.D.O.* 


ACT  I Scene  I 

A drinking  scene.  This  takes  place  in 
a popular  alley  for  drinking,  located 
in  the  heart  of  the  Skid  Row  dis- 
trict. All  actors  are  chronic  drunken- 
ness offenders  except  the  participant 
observer  (facing  the  camera)  and 
the  photographer  (not  in  the  scene). 
They  are  all  at  different  stages  of  a 
spree,  but  late  morning  finds  them 
recovered  from  the  shakes  and  yet 
not  obviously  under  the  influence. 


ACT  I Scene  II 

A sleep  scene.  One  member  of  the 
drinking  scene  has  succumbed  to  the 
sedative  effects  of  alcohol,  lack  of 
sleep  and  sunlight.  The  other  mem- 
bers have  gone  to  forage  for  more 
wine,  leaving  the  sleeper  with  the 
dregs.  These  two  scenes  can  be  re- 
peated for  lengthy  periods;  they  can 
also  occur  indoors  as  well. 


by  Gus  Oki,  M.Sc. 

Research  Associate 


^Chronic  drunkenness  offender. 
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ACT  II  Scene  I 


The  arrest.  (Actually  there  is  only 
one  scene  to  this  act,  although  minor 
changes  in  the  manners  of  the  actors 
can  occur.  Otherwise,  the  scene  is 
the  same,  regardless  of  the  partici- 
pants or  the  locale. 


ACT  III  Scene  I 


■ 

V 


Again,  there  is  only  one  scene  for 
the  vast  majority  of  participants  in 
this  drama.  A few  may  go  to  Mimico 
Reformatory  and  even  fewer  to  the 
Alex  Brown  Memorial  Clinic.  Well- 
established  routines  are  gone  through 
by  the  chronic  drunkenness  offend- 
ers while  they  are  in  the  “stone 
womb'’,  including  work  activities. 


ACT  III  Scene  II 

The  court  which  might  appear  to 
some  as  a missing  part  of  this  drama 
is  deliberately  excluded.  It  is  only  a 
1 brief  (less  than  a minute)  moment 
in  the  cycle.  Further,  once  the  arrest 
occurs,  the  offender  is  virtually  cer- 
tain to  end  up  in  the  Don  Jail. 


ACT  IV 


Scene  I 


£ 


• r. 

I 
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The  flophouse  is  typical  of  those 
located  in  the  central  part  of  the  city 
that  cater  to  the  homeless,  transient 
and  indigent  men.  Facilities  and  serv- 
ices vary  with  the  fee,  ranging  from 
a cot,  a mattress  and  a blanket  to 
additional  features.  ■ 
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Questions  Help  To  Aim  A.R.F.  Education 

by  Robert  R.  Robinson * 

— What  kind  of  people  read  Foundation  newspaper  advertise- 
ments— and  take  some  action  as  a result?  What  do  people  like 
this  know  about  alcoholism?  What  do  they  think  about  setting 
the  legal  drinking  age  at  21  years  in  Ontario  ...  or  about  the 
influence  on  young  people  of  drinking  behavior  shown  in  the 
movies  and  on  TV?  . . . 

— Is  alcoholism  viewed  as  a significant  problem  by  those  who 
work  for  a living  at  various  levels  in  a group  of  suburban  indus- 
tries? What  do  they  say  they  would  do  about  it  if  a fellow 
worker  appeared  to  be  developing  a drinking  problem?  Whose 
responsibility  is  it  to  help  the  man?  . . . 

— How  do  people  in  various  parts  of  the  province , and  in 
various  walks  of  life  regard  alcoholism?  Do  they  feel  that 
the  alcoholic  is  a sick  man  or  woman — or  just  “weak-willed”? 
Do  they  believe  he  can  be  helped , or  is  his  condition  hopeless?  . . . 

— How  acceptable  to  high  school  students  is  such  a booklet 
as  “It's  Best  To  Know  About  Alcohol ”?  Does  it  answer  questions 
they  have  in  mind  about  alcohol  and  its  effects?  Do  they  believe 
the  answers?  What  questions  does  it  leave  unanswered?  . . . 

These  are  examples  of  the  kinds  of  questions  under  investigation 
by  the  Education  Division  of  the  Addiction  Research  Foundation 
since  it  initiated  its  own  research  section  five  years  ago.  They  are 
important  to  the  success  of  our  expanding  public  and  professional 
education  operations.  Implicit  in  the  asking  of  such  questions  is  the 
conviction  that  an  appreciation  of  how  the  audience  sees  things  is 
vital  to  the  success  of  any  communication  effort. 

All  of  which  is  not  as  easy  as  it  sounds.  There’s  much  more 
to  it  than  merely  asking  straightforward  questions  and  taking  the 
answers  at  face  value,  because  everyone  is  not  equally  candid  when 
it  comes  to  the  matter  of  their  own  feelings  and  prejudices  in  and 
around  the  use  of  alcoholic  beverages.  Some  people  tend  to  min- 
imize, others  to  exaggerate  — depending  upon  how  they  perceive 


*Mr.  Robinson  is  Director  of  Education  for  tbe  Alcoholism  & Drug  Addiction 
Research  Foundation. 
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the  source  of  the  questioning  and  the  circumstances  under  which 
the  questions  are  asked.  Then  there  is  the  matter  of  the  “loaded” 
question,  sometimes  quite  involuntarily  loaded  by  the  questioner’s 
own  feelings  and  beliefs  about  alcohol. 

Measuring  Instrument  Needed 

As  a matter  of  fact,  the  initial  problem  confronting  our  former 
education  research  psychologist,  Alan  Marcus,  when  he  joined  the 
Foundation  in  1959  was  the  problem  of  developing  a satisfactory 
means  of  measuring  beliefs  in  this  area.  He  had  to  find  out  what 
questions  to  ask  and  how  to  ask  them.  Reviewing  the  literature 
revealed  that  many  questionnaires  had  been  concocted  and  inflicted 
on  various  segments  of  the  long  suffering  public  all  over  North 
America;  but  there  was  no  evidence  of  the  existence  of  an  ade- 
quately validated  measuring  instrument  nor  of  the  application  of 
appropriate  questionnaires  to  satisfactory  population  samples.  Up 
to  that  time  alcohol  education  research  had  been  largely  a hit-or-miss 
kind  of  operation,  the  result  more  of  enthusiasm  than  of  scientific 
diligence. 

If  we  seriously  intended  to  find  out  what  effects  — if  any  — 
our  education  programs  are  having  on  people  in  this  province,  we 
would  have  to  begin  by  finding  out  as  much  as  possible  about  the 
nature  and  strength  of  their  beliefs  at  the  outset.  So  Mr.  Marcus 
painstakingly  isolated  nine  factors  or  dimensions  of  opinion  about 
alcoholism  by  working  his  way  through  hundreds  of  questions  and 
a substantial  series  of  sample  populations.  Out  of  this  he  produced 
a 36  item  factor-analytic  instrument  which  yields  a meaningful 
picture  of  how  people  think  about  alcoholics  and  alcoholism  on  nine 
significant  points. 

Using  the  Marcus  instrument  with  various  groups  and  at  various 
times  permits  valid  comparisons  to  be  made  on  a rational  and 
objective  basis. 

Analysis  of  Ad.  Response 

Most  recently  we  have  applied  this  measuring  instrument  to 
the  first  520  Ontario  residents  who  replied  to  the  Foundation’s 
latest  series  of  newspaper  advertisements  and  who  subsequently 
returned  an  extensive  questionnaire.  They  were  found  to  be  reason- 
ably well  informed  about  alcoholism,  substantially  in  agreement 
with  a sampling  of  expert  opinion  as  revealed  by  the  same  question- 
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naire.  However,  the  advertising  respondents  were  actually  more 
certain  than  the  experts  on  five  of  nine  key  points  — - 

— that  the  alcoholic’s  problem  may  have  its  roots  in  emotional 
or  psychological  difficulties. 

— that  the  alcoholic  is  powerless  to  control  the  amount  he 
drinks. 

— that  all  alcoholics  do  not  have  to  be  steady  drinkers,  and 
some  may  indulge  in  periodic  excesses  or  binges. 

— that  the  alcoholic  is  not  merely  a harmless  heavy  drinker 
whose  only  motivation  is  his  fondness  for  alcohol. 

— that  alcohol  is  a highly  addicting  substance. 

What  kind  of  people  think  this  way?  Briefly,  the  majority  were 
well  educated  native  born  Canadians  or  British  immigrants  with 
higher  than  average  incomes.  Not  surprisingly  (since  the  advertise- 
ments were  aimed  at  parents)  most  of  them  had  children  — in  7.9 
per  cent  of  the  families  the  oldest  child  was  under  six  years  of  age; 
in  32.1  per  cent  the  oldest  was  between  six  and  14  years;  in  17.5 
per  cent  the  oldest  fell  between  15  and  18  years;  and  in  22.0  per 
cent  the  oldest  child  was  more  than  18  years  of  age. 

In  terms  of  religious  affiliation,  the  respondents  in  this  study 
differed  little  from  the  religious  distribution  of  the  total  population 
of  Ontario.  The  Roman  Catholic  response  was  slightly  lower  than 
might  have  been  expected,  but  the  difference  was  not  significant. 

Mostly  Well  Educated 

In  educational  achievement  these  advertising  respondents  were 
markedly  above  the  Ontario  average  — 37  per  cent  of  them  had 
attended  or  completed  university  (only  6.2  per  cent  of  Ontario 
residents  as  a whole  are  in  this  category);  and  only  35  per  cent 
of  the  respondents  had  not  completed  their  secondary  or  technical 
school  course  (as  compared  with  74.9  per  cent  of  the  total  Ontario 
adult  population). 

These  findings  are  cited  merely  to  demonstrate  the  kind  of 
evaluation  studies  the  Foundation  undertakes  in  an  effort  to  keep 
its  preventive  education  programs  in  touch  with  the  way  various 
segments  of  the  Ontario  population  think  about  these  matters.  An 
education  program  without  this  kind  of  built-in  feedback  can  soon 
lose  its  sense  of  direction.  ■ 
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THE  rats  in  these  cages  have  been  voluntarily  consuming  large  daily 
quantities  of  ethyl  alcohol  since  shortly  after  weaning.  Mr.  Allan 
R.  Davis,  laboratory  assistant,  is  taking  readings  of  alcohol  consumption. 
This  study  is  designed  to  further  our  understanding  of  the  development 
of  the  tolerance  to  alcohol. 


t Addiction  is  widely  believed  to 
be  exclusively  a property  of  the 
nerve  cell.  That  is,  only  animals 
with  a nervous  system  can  be- 
! come  addicted.  Some  recent  work 
j has  thrown  doubt  on  this  and 
; suggested  that  other  types  of  cell 
may  show  “addictive  reactions”, 
j:  The  experiment  illustrated  here 
: by  Mr.  R.  E.  Popham,  associate 
; research  director,  seeks  to  deter- 
f mine  whether  or  not  an  addiction 
■ to  morphine  and  other  drugs  can 
be  induced  in  organisms  (para- 
: mecium)  which  lack  nervous 
; systems. 

Research  on  the  behavioural  ef- 
fects of  drugs  depends  upon 
highly  refined  methods  of  meas- 
urement. Dr.  R.  J.  Gibbins,  chief, 
psychological  laboratories,  tests  a 
rat  in  a device  being  developed  to 
provide  a sensitive  measure  of 
the  effects  of  ethyl  alcohol  on  a 
complex  learned  response.  ■ 
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Librarian  Mrs.  Betty  Constable,  at  the  CAAL. 

Tools  of  Library  Research 

SINCE  research  begins  in  the  library,  the  Foundation  emphasizes 
calibre  of  material  and  efficiency  of  operation.  To  do  this,  it 
has  incorporated  the  use  of  the  Classified  Archive  of  Alcohol 
Literature  and  the  Reader-Printer. 

The  CAAL  is  a collection  of  abstracts  of  the  scientific  litera- 
ture from  all  over  the  world  covering,  in  general,  the  use  of  alcohol 
and  its  effects.  Its  purpose  is  to  give  easy  access  to  any  selected 
topic  in  the  vast  accumulation  of  published  materials  on  alcohol 
problems.  To  this  end  the  relevant  literature  is  abstracted  and 
classified  by  subject  matter  in  a systematic  way.  The  abstracts  are 
printed  on  special  “finding”  cards,  the  subject  content  being  indexed 
in  code  along  the  margins.  By  inserting  a sorting  needle  through 
holes  in  the  margin  representing  the  appropriate  subject  code,  it  is 
possible  to  assemble  the  literature  on  any  defined  topic  in  a few 
minutes.  The  Archive  confines  itself  broadly  to  materials  of  a 
scientific  character  or  which  may  be  of  particular  interest  to 
scientific  workers. 

The  Archive  system  was  devised  by  the  late  Dr.  E.  M.  Jellinek 
in  1939  to  facilitate  a review  of  past  knowledge,  especially  in  the 
biological  sciences.  Several  thousand  articles  from  the  scientific 
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press  were  read  and  abstracted  by  a professional  staff  and  classified 
by  subjects  in  accordance  with  the  adopted  system.  When  this 
initial  phase  was  concluded  in  1940  the  Archive  was  transferred 
to  the  Yale  University  Laboratory  of  Applied  Physiology  where 
the  staff  of  the  newly  founded  Quarterly  Journal  of  Studies  on 
Alcohol  could  preserve  and  expand  it.  The  Archive  was  maintained 
at  Yale  until  1962,  when  the  Center  of  Alcohol  Studies  was  trans- 
ferred to  Rutgers  University  in  New  Brunswick,  N.J. 

The  CAAL  is  cumulative,  acquisitions  being  received  twice  a 
year  from  Rutgers  University  Center  of  Alcohol  Studies.  At  present 
there  are  over  10,000  cards. 


The  Reader-Printer  projects  on  an  opaque  glass  plate  in  original 
page  size,  all  types  of  microfilm.  If  desired,  it  also  produces  a 
copy  in  the  original  size.  The  Reader  has  mechanical  devices  to 
make  the  fast  searching  of  roll  film  possible.  The  printing  on 
special  paper  is  done  from  the  normal  size  image  in  a matter  of 
seconds  per  page.  The  microfilm  has  traditional  ratios  of  reduction 
of  between  10  to  1 and  20  to  1,  but  experiments  have  been  con- 
ducted with  ratios  of 
140  to  1.  The  prac- 
tical limit  of  reduc- 
tion is  estimated  to 
be  around  500  to  1. 

This  has  meaning  for 
those  required  to  file 
thousands  of  pages 
of  research  data  in 
readily  accessible 
form. 

The  Foundation 
plans  to  put  part  of 
its  printed  research 
material  in  microfilm 
for  permanent  stor- 
age to  help  solve  the 
library  space  prob- 
lem created  by  a 
never-ending  flood  of  Mr.  Eric  P.  Polacsek,  Foundation  research 
publications.  M archivist,  operates  the  Reader-Printer . 


Experiments  in  Tissue  Tolerance 
and  Dependency 


AN  important  part  of  the  Alcoholism  & Drug  Addiction  Research 
Foundation’s  work  is  carried  out  in  conjunction  with  the 
University  of  Toronto’s  Department  of  Pharmacology,  under  the 

direction  of  Dr.  Harold 
Kalant.  Dr.  Kalant  is  a 
professor  of  Pharmacology 
in  the  Faculty  of  Medicine 
of  the  University,  and  As- 
sociate Research  Director 
(biological  sciences)  for 
the  Foundation. 

Much  of  the  current  re- 
search centers  on  how 
alcohol  acts  on  brain  and 
nerve  cells,  and  how  the 
brain  becomes  tolerant  to, 
and  dependent  upon,  alcohol.  Dr.  H.  Kalant  (left),  shown  with 
Mr.  E.  LeBlanc  and  Dr.  Y.  Israel  (right),  discusses  mathematical 
interpretation  of  alcohol  effects  on  sodium  and  potassium  in  brains  j 
of  normal  and  “alcoholic”  rats.  (Abacus  in  background  was  joke 
by  technicians,  to  contrast  with  intricate  equipment  required  in  a 
modern  laboratory.) 


Most  recent  results  in  this  work  show  that  chronic  alcohol 
treatment  results  in  adaptive  changes  in  the  way  the  brain  handles 
sodium  and  potassium.  Adaptation  disappears  in  about  two  weeks 
after  stopping  alcohol.  It  seems  highly  probable  that  this  adaptation 
is  related  to  “tissue  dependence”  and  to  alcohol  withdrawal 
symptoms. 
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Attempts  are  now  being  made  to  correct  the  adaptive  change  Iju/ 
in  alcohol-tolerant  rats,  as  a prelude  to  possible  new  treatment  in 
procedures  in  human  patients.  1 luftr, 


Chronic  administration  of  alcohol  causes  marked  biochemical 
changes  in  the  liver,  and  in  the  liver’s  handling  of  alcohol.  After 
three  weeks  of  daily  alcohol  intake,  the  liver  shows  a 50  per  cent 
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increase  in  ability  to  burn  alcohol.  This  may  explain  part  of  the 
increased  tolerance  in  heavy  drinkers.  Current  interest  centers  on 
how  this  change  in  the  liver  affects  its  handling  of  fat  and  of  other 
drugs.  ■ 


Dr.  ].  Khanna  and  Miss 
S.  Seden  operate  ultraviolet 
recording  spectrophotometer , 
which  measures  amount  of 
alcohol-metabolizing  enzymes 
in  liver  sample , as  part  of 
study  of  metabolic  tolerance 
to  alcohol , barbiturates  and 
other  drugs. 


Mrs.  Eva  Kende  helps  Dr.  E. 
R . Tustanoff  prepare  liver 
suspension  for  fractionation 
in  new  $ 15,000  high-speed 
ultracentrifuge,  as  part  of  a 
study  of  metabolic  changes  in 
tissues  resulting  from  long- 
term administration  of  al- 
cohol in  high  doses . 
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A Perpetual  Analysis  of  Treatment 

by  Robert  Ogilvie* 

AUTOMATION  has  its  toe  in  the  door  at  the  London  branch  in 
the  form  of  a new  LB.M.  Card  Sorter.  With  it  has  come  a 
new  system  of  recording  all  types  of  routine  information.  The 
scheme  began  January  1st,  1965,  and  by  the  end  of  this  year,  all 
treatment  and  research  data  compiled  at  this  clinic  will  be  punched 
on  LB.M.  cards. 

Although  the  machine  lumberingly  displaced  our  coffee  room, 
the  staff  has  adjusted  to  its  new  and  frequently  noisy  presence. 

Miss  “Tish”  Dottor,  who  shares  a room  and  duties  with  the 
machine,  is  in  charge  of  initial  documentation.  From  each  new 
patient  she  obtains  a demographic  summary,  a personal  history, 
details  about  drinking  behaviour,  social  relationships  and  self- 
evaluation. 

Every  three  months  following  initial  contact,  the  therapist  re- 
ports on  the  path  and  progress  of  the  patient’s  treatment.  The 
patient  is  asked  about  his  drinking  and  emotional  state,  present  self- 
evaluation  and  many  areas  of  his  life.  Also  recorded  on  punch 
cards  are  the  patient’s  drug  records,  his  attendance  at  group  discus- 
sions, and  details  on  any  emergency  medical  treatment  he  may  have 
required  for  acute  alcoholism. 

In  addition,  monthly  report  information  and  data  from  the 
several  other  research  projects  under  way  are  accelerated  by  LB.M. 
methods  of  analysis. 

The  machine  has  been  a welcome  addition  to  the  clinic  opera- 
tion. However,  it  is  somewhat  reassuring  that  it  still  needs  people 
to  feed  and  care  for  it.  ■ 


*Mr.  Ogilvie  is  clinic  psychologist  at  the  London  branch  of  the  Alcoholism  & Drug 
Addiction  Research  Foundation. 
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Mr.  Robert  Ogilvie 
shown  here  with  the 
l.B.M.  Card  Sorter , 
which  records  all  types 
of  routine  information. 


Miss  “Tish}>  Dottor 
3 compiles  material  for 
initial  documentation 
which  is  later  fed  into 
the  machine. 
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AT  the  Ontario  Hospital  in  Kingston,  Dr,  George  Laverty  and 
Dr.  Dugal  Campbell  have  continued  their  work  on  an  aversive 
conditioning  treatment  for  alcoholics.  In  this  treatment,  the  patient 
is  given  a bottle  containing  a small  portion  of  his  favourite  bever- 
age. While  he  is  handling  the  bottle,  and  tasting  and  smelling  the 
drink,  a short  respiratory  and  muscular  paralysis  is  induced  by  an 
injection  of  a curarising  drug.  The  emotional  upset  due  to  the 
paralysis  can  become  a conditioned  response  to  the  taste,  smell  and 
sight  of  the  beverage. 

Recent  work  has  been  built  around  a clinical  test  in  which  the 
outcome  of  the  treatment  has  been  compared  with  the  results  of  a 
“dummy”  treatment.  The  follow-up  of  patients  has  shown  that  those 
who  experienced  the  paralysis  can  control  their  drinking  to  a greater 
degree  than  those  who  did  not.  They  also  have  a better  work  record 
and  show  a greater  energy  both  at  home  and  at  work.  However,  it 
should  be  noted  that  all  the  patients  who  were  in  hospital  and  who 
received  any  form  of  treatment  show  some  temporary  improvement. 
The  most  crucial  finding  is  that,  when  drinking  occurs  again,  the 
conditioned  patients  drink  less  in  a given  period. 

Dr.  S.  Laverty  and  Campbell  are  now  attempting  to  establish 
for  the  patients  the  precise  factors  that  have  led  to  the  learning  of 
alcoholic  conduct.  They  hope  to  find  that  these  factors  may  be 
manipulated,  or  that  the  patients’  habits  can  be  changed  by  behavi- 
our therapy.  ■ 
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Research  on  Alcohol  Problems 
A Survey  of  the  Past  Ten  Years 

by  Ebbe  Curtis  Hoff , Ph,D„  M.D* 


ALTHOUGH  the  etiologies  of  alcoholism  have  not  been  fully 
established,  it  seems  clear  that  a constellation  of  causes,  varying 
in  each  individual  case,  is  involved.  These  causes  include  meta- 
bolic, cultural,  sociological,  spiritual,  psychological  and  other  under- 
lying factors.  It  can  be  safely  stated  that  the  various  types  of 
alcoholism  cannot  be  explained  adequately  on  the  basis  of  self- 
imposed,  habitual  indulgence.  Alcoholics  are  sick  people  who  need 
and  deserve  professional  help  and  a large  proportion  of  those  who 
can  be  motivated  to  seek  help  can  be  effectively  rehabilitated.  It  is 
an  oversimplification  to  say  that  alcohol  is  the  cause  of  alcoholism. 

While  the  misuse  of  alcohol  is  a common  symptom  found  in  all 
alcoholics,  the  problems  are  much  more  complex  than  can  be  ade- 
quately explained  only  by  the  effects  of  alcohol  on  metabolic  sys- 
tems of  normal  persons.  Complicated  interactions  between  psycho- 
logical and  physiological  systems  and  alcohol  metabolism  are  in- 
volved. Most  psychological  theories  of  the  causes  of  alcoholism 
stem  from  the  experience  of  professional  observers  who  see  patients 
revealing  clear-cut  pre-alcoholic  personality  and  behavioral  disorders 
and  who  fit  into  psychiatric  diagnostic  categories.  To  many  psycho- 
logists and  psychiatrists,  the  alcoholic’s  undercontrolled  use  of 
alcohol  can  be  explained  as  symptomatic  of  pre-existent  psycho- 
logical defeats. 

Alcoholics  appear  to  require  more  from  alcohol  than  do  other 
drinkers.  Nevertheless,  psychological  investigations  have  failed  to 
reveal  a characteristic  “alcoholic  personality”.  Many  of  the  psycho- 
logical characteristics  of  the  alcoholics  as  observed  clinically  can  be 
explained  as  a result  rather  than  causes  of  the  condition.  While 
further  work  in  this  area  is  very  desirable  it  may  be  hypothesized 


*Br\  Hoff  is  Medical  Director,  Division  of  Alcohol  Studies  & Rehabilitation,  State 
Health  Department,  Richmond,  Virginia. 


that  at  least  in  some  alcoholics  the  causes  may  be  ascribed  to  errors 
in  development  in  the  first  few  years  of  life.  Alcoholics  are  often 
characterized  as  unusually  dependent,  sexually  immature,  inade- 
quate, and  having  a low  tolerance  for  unwanted  feelings  and 
tensions.  They  often  experience  severe  degrees  of  depression,  guilt, 
remorse  and  self-hatred.  This  may  be  due  to  defective  endocrine 
function,  early  deprivation  in  childhood  and  other  causes. 

Sociocultural  factors  appear  to  be  significantly  related  to  the 
prevalence  of  alcoholism.  Among  these  are  attitudes  towards  drink- 
ing and  drunken  behavior.  Recent  studies  correlate  cultural  ac- 
ceptance of  drunkenness  with  high  alcoholism  rates.  Implicit  in 
these  observations  is  the  premise  that  temperate  use  of  alcohol,  as 
distinguished  from  its  excessive  use,  may  reduce  the  likelihood  of 
alcoholism.  While  psychological  and  sociocultural  studies  hold  out 
great  promise  for  the  understanding  of  alcoholism  it  must  also  be 
said  that  the  sociocultural  approach  to  the  treatment  and  prevention 
of  alcoholism  involves  very  drastic,  sweeping  and  generalized  re- 
forms of  attitudes  and  practices  in  society. 

Metabolic  theories  of  causation,  on  the  other  hand,  suggest 
quite  specific,  if  difficult,  areas  for  study  from  which  scientific  data 
may  be  secured  and  which  may  accomplish  more  modest  goals  but 
nevertheless  be  quite  helpful.  The  high  tolerance  to  alcohol  in  the 
pre-alcoholic  and  the  reduction  of  tolerance  associated  with  the 
development  of  his  illness  suggests  many  experiments.  With  more 
sophisticated  techniques  bio-chemists  may  become  increasingly  able 
to  identify  abnormal  ways  in  which  the  body  of  the  alcoholic  deals 
with  alcohol. 

It  may  well  be  that  the  breakdown  of  alcohol  in  the  system  of 
the  alcoholic  is  different  from  that  of  the  pre-alcoholic  or  the 
drinker  who  never  becomes  an  alcoholic.  Abnormalities  in  the 
metabolism  of  alcohol  or  its  breakdown  products  may  be  responsible 
for  the  unusually  damaging  effects  of  alcohol  ingestion  in  some 
people.  Among  the  physiological-metabolic  studies  for  which  high 
hopes  have  been  held  and  which  still  deserve  further  intensive  study 
are  investigations  of  the  mechanism  of  brain  damage  in  alcoholism 
as  well  as  disturbances  of  endocrine  function  and  liver  metabolism. 
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Treatment 

One  of  the  most  important  research  objectives  in  the  field  of 
treatment  is  to  determine  effective  ways  of  motivating  patients  for 
therapy.  Some  progress  has  been  made  in  this,  especially  in  the  past 
few  years.  These  motivational  efforts  must  include  not  only  the 
patient  and  his  family  but  also  members  of  the  therapeutic  group 
and  the  community  itself.  Hopefully,  advances  in  our  understand- 
ing of  the  psychopathology  and  metabolic  pathologies  of  alcoholism 
will  lead  to  more  specifically  selected  and  applied  therapeutic 
procedures. 

At  present,  there  is  a great  array  of  treatment  approaches,  in- 
cluding the  psychotherapies,  drugs,  metabolic  reinforcement,  group 
approaches,  and  spiritual  and  cultural  guidance.  In  each  of  these 
categories,  there  is  a wide  variety  of  specific  therapies.  Some  work 
has  been  done  in  an  effort  to  correlate  the  success  of  these  various 
therapeutic  approaches  with  different  diagnostic  categories.  Further 
work  of  this  kind  needs  to  be  done.  At  present,  it  appears  that  the 
most  effective  approach  to  alcoholics  is  with  those  who  can  accept 
on-going  therapy  on  a voluntary  basis,  the  therapeutic  plan  including 
a broadly  conceived  rehabilitation  program  to  help  the  patient  and 
his  family  in  their  community  setting.  Such  therapy  involves  a 
therapeutic  team  working  closely  with  the  whole  family.  Clinics  and 
hospitals  are  now  applying  many  new  or  relatively  new  environ- 
mental or  milieu  settings — the  so-called  therapeutic  community,  day 
hospitals  and  other  partial  hospitalization  plans  such  as  night  care. 

The  management  of  the  acutely  intoxicated  alcoholic,  thanks  to 
newer  drugs  and  other  aids,  is  by  no  means  as  formidable  a task  as 
it  was  even  ten  years  ago.  It  is  important  that  the  care  of  alcoholics 
not  be  simply  episodic  and  applied  only  during  periods  of  intoxica- 
tion or  withdrawal  but  it  be  a continuing,  on-going  process. 

Prevention 

In  the  search  for  effective  preventive  methods,  investigations  of 
etiological  factors  are  of  utmost  importance.  Further  studies  are 
needed  of  alcohol  metabolism  and  its  effects,  especially  in  relation 
to  brain  chemistry  and  function,  the  differences  in  genetically- 
differentiated  strains  of  animals. 
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Also  essential  are  sociocultural  studies  of  alcohol  use,  prevalence 
of  alcoholism  and  attitudes  about  alcohol  and  alcohol  problems.  Of 
great  value  should  be  the  undertaking  of  longitudinal  psychobio- 
logical  studies  of  human  subjects  carried  out  to  determine  what 
chemical,  psychological,  social  or  cultural  factors  are  related  to 
alcoholism. 

Even  with  our  present  knowledge,  however,  it  seems  to  me  that 
effective  preventive  education  can  be  done;  objective  information 
about  alcohol  and  its  use  should  be  made  available  to  young  people 
in  schools  as  well  as  the  public  and  also  should  be  included  in  the 
curriculum  of  professional  schools  in  the  health  sciences,  ■ 


Recent  Developments  in  the 
Field  of  Research  on  Alcoholism  and 
Addiction  in  Europe 

By  Milo  Ty ridel , M.D. , Ph.D* 

SINCE  the  central  European  countries  recuperated  from  the 
devastations  of  World  War  II,  the  problems  concerning  alco- 
holism, drug  addiction  and  addictions  of  other  types  have  been 
brought  to  the  attention  of  the  public  by  the  use  of  all  means  of 
modern  mass  communication.  At  the  same  time,  an  increasing 
number  of  members  of  the  professions  involved  in  the  research  and 
practice  in  the  field  became  interested  in  the  magnitude  of  the  prob- 
lems. As  a result,  a great  deal  of  research  work  was  done  in  recent 
years  in  European  centres,  and  transcultural  research  work  was 
initiated  and  is  being  continued.  This  article  attempts  to  bring  some 
highlights  of  this  work  to  the  attention  of  the  interested  reader  on 
the  American  continent.  For  this  purpose  three  events  will  be  re- 
viewed as  they  appear  to  be  representative  for  the  trends  and  the 
situation  during  the  past  three  years. 

1.  Workshop  on  Alcoholism,  held  at  the  Vienna  University 


*Dr.  Tyndel  is  a Senior  Psychiatric  Consultant  with  the  Toronto  Clinic  of  Alco- 
holism & Drug  Addiction  Research  Foundation. 
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Neuro-Psychiatric  Hospital  October  1-3,  1962  with  Pro- 
fessor Hans  Hoff  as  chairman, 

2.  The  12th  Meeting  of  the  Criminal-Biological  Society,  held 
at  the  University  of  Heidelberg,  October  3-6,  1963  with 
problems  of  alcoholism  as  the  main  topic. 

3.  The  publication  of  a comprehensive  handbook  for  phy- 
sicians, members  of  the  legal  and  teaching  professions  titled, 
“Addiction  and  Abuse”,  edited  by  Professor  F.  Laubenthal 
(Georg  Thieme  Publishing  Company,  Stuttgart,  1964). 

Workshop  on  Alcoholism,  Vienna  1962 

The  papers  given  at  the  Vienna  Conference  were  arranged  under 
three  main  headings:  a)  Clinic  and  therapy  of  the  alcohol  psy- 
choses. b)  Therapy  of  alcoholism,  c)  Alcoholism  as  a social 

problem. 

Professor  Hoff , Chairman  of  the  Department  of  Psychiatry  and 
Neurology,  of  the  Vienna  University  and  of  the  Supreme  Health 
Council  of  Austria,  admitted  failure  in  solving  the  problem  of  alco- 
holism and  stressed  the  fact  that  those  strata  of  the  community 
which  had  been  hitherto  considered  immune  to  alcoholism  were 
becoming  increasingly  affected  by  it. 

L.  Goldberg , professor  of  Alcohol  Research,  Karolinska  Insti- 
tute, Stockholm,  discussed  a number  of  basic  studies  on  the  meta- 
bolism of  alcohol;  the  effects  of  blood  alcohol  levels  on  the  central 
nervous  system,  as  experienced  in  behaviour  and  tolerance  pheno- 
mena; positional  alcohol  nystagmus  and  roving  ocular  movements, 
and  their  after-effects;  therapeutic  viewpoints  dealing  with  the 
mode  of  action  of  disulphiram  (Antabuse),  curated  calcium  carbi- 
mide  (CCC,  Temposil),  psychopharmacological  agents;  drinking 
habits;  and  the  interaction  between  drinking  patterns  and  long  term 
effects.  As  objects  for  future  studies  he  named  those  on  drinking 
patterns  in  their  relationship  to  length  and  duration  of  the  resulting 
blood  alcohol  curves,  drinking  episodes,  free  intervals,  and  symp- 
toms: thorough  investigation  on  drinking  episodes,  the  study  of  the 
total  effect  of  alcohol  over  a prolonged  period  of  time.  Goldberg’s 
studies  indicate  that  prolonged  but  moderate  alcohol  intake  leads 
to  an  increase  in  consumption  without  exceeding  certain  levels.  In 
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the  case  of  the  alcoholic,  on  the  other  hand,  increased  alcohol  con- 
sumption is  associated  with  increase  in  tolerance  which  is  faster  and 
higher  than  in  the  moderate  drinker.  After  a certain  level  of  in- 
creased consumption  and  tolerance  is  surpassed,  the  alcohol  intake 
further  increases  to  dangerous  levels  leading  to  chronic  damage. 

Clinic  and  Therapy  of  the  Alcohol  Psychoses 

W.  Schulte  (Tuebingen)  presented  the  alcohol  delirium  in  the 
light  of  existentialistic  thinking. 

F.  Seitelberger  and  H . Gros  (Vienna)  gave  a detailed  descrip- 
tion of  the  neuropathologic  manifestations  of  chronic  alcoholism 
(Wernicke’s  haemorrhagic  pseudoencephalitis,  central  pontine  mye- 
linolysis,  delirium  tremens,  Marchiafava-Bignami’s  disease,  cerebellar 
atrophy  of  the  upper  vermis,  alcoholic  polyneuropathy  and  alcoholic 
amblyopia)  which  they  consider  as  characteristic  but  not  specific 
syndromes.  The  tissue  lesions  found  in  these  syndromes  are  of  two 
main  types:  (1)  chronic  disturbances  of  the  permeability  of  the 
cerebral  vessels,  complicated  by  vasomotor  lesions;  and  (2)  hepato- 
cerebral conditions  in  the  form  of  mesenchymal  gliotic  and  regres- 
sive parenchymal  reactions  in  certain  locations.  These  lesions  are 
developed  on  the  background  of  a diffuse  chronic  edematous 
damage  of  the  cerebral  tissue,  and  are  based  on  a complex  etiological 
situation  (chronic  gastro-intestinal  pathology,  vitamin  deficiency, 
liver  pathology).  The  importance  of  the  disturbed  liver  function  is 
emphasized  for  future  research  into  problems  of  pathogenesis  and 
therapy. 

K.  H.  Leuchs  (Munich)  found  cerebral  atrophy  in  85  per  cent 
of  chronic  alcoholics  who  had  one  or  repeated  encephalographies. 
This  finding  would  indicate  that  the  personality  change  in  the  chronic 
alcoholic  is  based  on  organic  brain  pathology.  The  personality 
changes  depend  more  on  the  patient’s  age  than  on  the  duration  and 
degree  of  alcohol  abuse.  The  organic  personality  changes  as  an 
expression  of  cerebral  atrophy  commonly  sets  in  at  the  beginning 
of  the  fifth  decade.  Leuchs  concludes  that  there  is  no  direct  brain 
damage  through  the  alcohol  but  that  the  disease  process  of  alco- 
holism paves  the  way  for  a premature  involution,  possibly  through 
vitamin  deficiencies. 
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K.  Kryspin-Exner  (Vienna)  believes  that  a certain  type  of 
alcoholic  shows  a greater  tendency  to  develop  alcoholic  delirium 
than  the  bulk  of  other  alcoholic  patients.  This  type  of  alcoholic  is 
described  as  a person  who  develops  little  tendency  to  conflicts 
under  the  influence  of  alcohol;  whose  working  ability  is  less  reduced 
through  alcoholism;  who  has  a lesser  tendency  to  develop  benders 
and  whose  drinking  habits  are  more  in  keeping  with  tolerance 
(however,  environmental  factors  play  an  important  role);  and  whose 
psychological  reactions  under  the  influence  of  alcohol  are  less 
pronounced  than  in  other  types  of  alcoholics. 

H.  Bertha  and  R.  Muellegger  presented  a statistical  evaluation 
of  all  patients  admitted  to  the  University  Hospital  in  Graz  (Austria) 
during  the  interval  from  1940  through  1960,  classified  in  three 
groups:  chronic  alcoholism,  D.T.,  and  pathologic  intoxication.  They 
came  to  the  conclusion  that  it  is  safe  to  base  the  development  of 
the  psychopathology  of  alcoholism  and  alcoholic  psychoses  on  an 
encephalogenic  theory.  Considering  the  structural  psychology,  the 
deep  psychology  and  the  psychogenesis,  it  is  felt  that  a thorough 
revision  of  the  alcoholic  psychoses  is  needed. 

St.  Wieser  (Goettingen)  presented  a critical  review  of  the 
existing  theories  concerning  the  alcohol  psychoses  and  suggested  a 
“natural”  classification  consisting  of:  (1)  acute  intoxication  (exci- 
tatory-somnolent, depressive-dysphoric,  obnubilated,  amential,  deliri- 
ous-hallucinatory); (2)  metalcoholic  psychoses,  acute  syndromes 
( hyperaesthetic-emotional,  delirious-amential,  paranoid-hallucinatory, 
depressive-dysphoric);  (3)  metalcoholic  psychoses,  chronic  syn- 
dromes (alcoholic  dementias,  e.g.  Korsakoff,  personality  change, 
delirious  psychoses,  such  as  delirium  of  jealousy,  paraphrenic).  This 
classification  appears  rigid  unless  the  dimension  of  time  is  intro- 
duced, in  which  the  phenomena  occur  and  alternate  with  one 
mother. 

G.  Harrer  and  H.  Gastager  (Salzburg)  named  Librium  as  the 
drug  of  choice  for  the  basic  treatment  of  delirium  tremens.  This 
was  confirmed  by  W.  Poeldinger  (St.  Urban,  Switzerland),  B . 
Lustig  (Schussenried,  Germany)  and  H.  Lenz  (Linz,  Austria),  the 
latter  recommending  the  drug  for  the  treatment  of  dipsomania. 
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K«  Weingarten  (Vienna)  reviewed  the  neurological  sequelae  of 
chronic  alcoholism,  including  the  rare  corpus  callosum  syndrome 
(Marchiafava). 

K . Jarosch  (Linz)  discussed  the  toxic  effects  of  fusel  oils  (amyl, 
butyl  and  propyl  alcohol)  on  the  system  and  the  psyche,  and  sug- 
gested closer  supervision  on  the  part  of  the  food  control  authorities. 

Discussing  periodicity  in  alcoholism,  E.  Menninger-Lerchenthal 
suggested  that  the  idiopathic  form  of  dipsomania  be  differentiated 
from  the  symptomatic  type  and  from  pseudo-dipsomania,  which 
is  the  prerequisite  for  the  adequate  therapy  of  those  types  of  exces- 
sive drinking  situated  between  chronic  alcoholism  and  occasional 
intoxication. 


Therapy  of  Alcoholism 

G.  Lundquist  (Stockholm,  Sweden)  discussed  social  clinical  and 
sociotherapeutic  methods  of  the  management  of  alcoholism,  and 
H.  Solms  (Geneva,  Switzerland)  presented  those  modifications  of 
the  usual  therapeutic  methods  of  chronic  alcoholism,  required  by 
regional  drinking  customs  and  alcohol  diseases. 

Promising  results  of  group  therapy  for  alcoholics  in  open  door 
regional  hospitals  are  described  by  M.  Glatt  and  N.  H.  Moynihan 
(both  of  London,  England).  Moynihan  feels  that  alcoholism  can 
be  satisfactorily  treated  with  apomorphine,  and  vitamin  supplemen- 
tation as  the  treatment  of  choice  for  the  initial  period. 

T.  Kjolstad  (Oslo,  Norway)  feels  that  the  average  alcoholic  is 
isolated  and  unrealistic.  Group  therapy  with  this  type  of  patient  is 
difficult,  and  often  disappointing.  However,  once  a good  climate  in 
the  group  is  established  under  the  leadership  of  a therapist  who  may 
be  a social  worker,  psychologist  or  a worker  in  the  field,  and  not 
necessarily  a physician,  the  work  may  become  rewarding. 

P.  E.  Esser  (Amsterdam,  Holland)  recommends  the  differentia- 
tion between  craving  for  alcohol  and  alcohol  enslavement  or  loss  of 
self  control  (true  addiction).  The  craving  is  independent  of  with- 
drawal. The  addictive  drinker  is  unable  to  control  his  drinking  even 
after  small  alcohol  consumption. 

A comprehensive  presentation  on  the  indications  and  effects 
of  chlordiazepoxide  (Librium)  for  the  treatment  of  anxiety,  tension 
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and  psychomotor  excitation  in  all  form  of  alcoholism,  was  given  by 
F.  Alfonso  Fernandez  (La  Coruna,  Spain).  It  is  the  drug  of  choice 
in  withdrawal  syndromes  and  acute  alcohol  psychoses.  Its  sedating 
effect  in  delirium  tremens  is  impressive,  and  it  helps  prevent  epileptic 
manifestations  due  to  alcohol.  It  is  felt  that  Librium  has  a potent 
psychodynamic  and  symbolic  action  in  the  case  of  the  alcoholic 
patient,  and  enhances  the  establishment  of  effective  psychotherapy. 
The  dosage  (parenterally  and  orally)  ranges  between  100  and  300 
mg.  per  day. 

A.  R.  Dirnberg  (Stockholm,  Sweden)  has  tested  the  compatibil- 
ity of  chlordiazepoxide  (Librium)  and  tetraaethyltiuramdisulphate 
(Antabuse)  with  alcohol.  The  combination  of  Librium  and  alcohol 
may  influence  a labile  blood  pressure  and  hence  contribute  to 
syncopal  states.  The  combination  of  Librium  and  Antabuse  has 
no  influence  on  the  specific  alcohol  reaction.  The  Librium  alcohol 
reaction  cannot  be  compared  to  the  Antabuse  alcohol  reaction.  It 
is  concluded  that  Librium  is  a suitable  drug  for  use  in  the  treatment 
of  patients  having  drinking  problems. 

E.  Sonnhammer  (Stockholm,  Sweden)  described  the  treatment 
of  alcoholic  patients  in  open  wards,  with  an  average  stay  in  hospital 
of  three  weeks. 

M.  Mivelaz  (Yverdon,  Switzerland)  discussed  the  supportive 
therapeutic  measures  in  the  management  of  alcoholism,  viz.  aversive 
drugs  (apomorphine,  Antabuse)  and  tranquilizing  and  “anxiolytic’' 
agents  (chlorprothixen  = Tarasan,  chlordiazepoxide  = Librium,  a 
benzodiazepine  derivative = Valium,  and  pharbarbamate  = G-Tril) . 

Alcoholism  as  a Social  Problem 

Discussing  alcoholism  as  a social  problem,  H . Rotter  (Vienna, 
Austria)  emphasized  the  significance  of  the  interactions  between 
the  underlying  psychological  illness,  the  phase  of  alcoholism,  the 
physical  ailments  associated  with  alcoholism,  and  the  degree  of 
disturbance  in  the  patient’s  social  and  family  adjustment.  The  broad 
implications  of  resocialization,  reintegration  and  rehabilitation  are 
presented. 

A . Tongue  (Lausanne,  Switzerland)  reports  from  the  interna- 
tional scene  that  although  the  problems  of  alcoholism  have  been 


recognized  by  industrial  and  business  circles,  not  sufficient  attention 
is  paid  to  these  problems  in  many  countries,  including  some  in 
Europe. 

P . Berner  (Vienna)  studied  various  aspects  of  alcoholism  in  rural 
communities  and  stressed  some  of  the  existing  misconceptions  in 
the  area.  More  attention  should  be  paid  to  the  changing  social  struc- 
tures, to  the  groups  of  persons  moving  from  urban  to  rural  areas 
and  who  apparently  are  more  susceptible  to  the  dangers  of  alco- 
holism, and  to  the  need  for  education  of  the  professional  people 
living  and  working  in  rural  areas  including  physicians. 

E.  Pichler  (Vienna)  discussed  values  and  socio-cultural  condi- 
tions in  alcoholism,  and  E.  Gabriel  elaborated  on  the  social  condi- 
tions underlying  the  development  of  alcoholism. 

W.  Sluga  (Vienna)  pointed  out  that  abuse  of  alcohol  aggravated 
the  situation  of  the  asocial  and  criminal  youth,  blocking  his  social 
recognition  and  enhancing  regression  to  childlike  patterns  of  behavi- 
our which  are  inadequate  for  the  adjustment  to  the  adult  world. 

A.  Magalajlic  (Zagreb,  Yugoslavia)  reports  on  the  assessment 
of  the  candidates’  driving  ability  from  a neuro-psychiatric  view- 
point, required  by  the  law  of  his  country  before  a driver’s  license  is 
issued.  In  a series  of  97  alcoholics,  27  were  rejected  while  70  were 
granted  a temporary  license  with  the  provision  of  total  abstinence 
under  medical  supervision. 

M.  Mivelaz  (Yverdon)  and  H.  Mamin  (Lausanne,  Switzer- 
land) studied  a group  of  law-breakers  in  the  canton  of  Waadt,  as 
related  to  alcoholism.  The  vast  majority  were  unmarried  unskilled 
labourers. 

K.  L . Merkel  (Weyer/Enns,  Austria)  discussed  the  problem  of 
the  drinking  tuberculosis  patients  who  in  fact  are  alcoholics  who 
have  developed  tuberculosis.  Closer  cooperation  between  phthisiolo- 
gists and  psychiatrists  is  advocated. 

V.  Steiger  (Bern,  Switzerland)  expressed  his  opinion  that  home- 
brewing is  dangerous,  uneconomical,  constituting  an  element  of 
social  disturbance  and  an  obstacle  to  an  effective  alcohol  legislation. 
Homebrewing  with  tax  exemptions  and  licence  still  exists  in  Austria, 
France  and  Switzerland. 
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Criminal-Biological  Society,  Heidelberg  1963 

The  12th  meeting  of  the  Criminal-Biological  Society  was  held 
in  the  venerable  auditorium  of  the  Old  University  of  Heidelberg, 
October  3-6,  1963.  Only  one  paper  delivered  by  K . Lackner 
\ (Heidelberg)  was  concerned  with  criminology  and  penal  law.  The 
main  topic  of  presentation  and  discussion  was  alcoholism  in  its 
various  aspects  and  implications. 

G.  Wurzbacher  (Kiel)  outlined  the  sociological  aspects  of  the 
alcohol  problem,  showing  that  the  form  and  distribution  of  alcohol 
consumption  and  the  related  phenomena  were  thoroughly  associated 
with  the  changes  in  the  society  of  West  Germany  during  the  past 
few  decades.  The  “misery”  alcoholism  has  all  but  disappeared,  and 
drinking  in  public  liquor  outlets  is  considerably  decreasing.  Instead, 
drinking  has  moved  into  the  family  circle,  and  its  ceremonials  have 
changed.  There  are  several  factors  which  are  responsible  for  the 
alcohol  abuse  in  our  contemporary  society.  One  of  them  is  the 
discrepancy  between  the  individual’s  striving  for  success  on  one 
side,  and  the  rather  modest  opportunities  offered.  Other  factors 
are  the  availability  of  alcohol,  its  role  as  a means  of  expressing 
solidarity  and  as  a symbol  of  virile  enjoyment  of  life  and  stamina, 
and  last  but  not  least,  economic  factors. 

J.  Hirschmann  (Tuebingen)  discussed  the  criminology  of  the 
acute  alcohol  psychoses,  and  A.  Derwort  (Giessen)  outlined  the 
penal  responsibility  of  the  alcoholic  offender.  The  German  penal 
law  recognizes  diminished  criminal  responsibility  apart  from  full 
responsibility. 

The  “normal”  alcoholic  intoxication  is  viewed  differently  from 
any  other  intoxication,  due  to  its  criminal,  political  and  social  im- 
plications. In  practice,  the  consequence  of  this  view  is  the  fact 
that  the  alcoholic  lawbreaker  may  be  fully  exonerated  or  get  away 
with  a lesser  penalty  than  that  provided  for  the  sober  delinquent. 
He  may  be  found  not  guilty  for  the  offence  he  committed  while 
under  the  influence  of  alcohol;  nevertheless,  he  may  be  convicted 
for  rendering  himself  irresponsible  by  deliberately  or  negligently 
drinking  to  excess. 

This  legal  institution  explains  the  fact  that  in  the  German 
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forensic-psychiatric  literature  the  typology  of  alcoholic  intoxications 
plays  an  important  role.  Derwort  mentions  “normal”,  “com- 
plicated” and  “pathologic”  intoxication  and  “abnormal  alcohol 
reaction”.  These  notions  were  derived  from  the  needs  of  forensic 
psychiatry.  They  are  attempts  at  formulating  the  type  and  extent 
of  responsibility  of  the  alcoholic  delinquent  in  psychiatric  terms  for 
use  by  the  legal  profession.  Future  plans  call  for  an  expansion  of 
this  differentiation  which  in  turn  will  require  increased  cooperation 
between  the  criminologist  and  the  psychiatrist. 

On  the  ground  of  investigations  on  a series  of  criminal  delin- 
quents who  committed  their  offences  under  the  influence  of  alcohol, 
and  of  common  alcoholic  patients,  St.  Wieser  (Goettingen)  pre- 
sented two  types  of  delinquents:  the  young  delinquent  whose  crim- 
inal record  shows  alcohol  offences  among  other  offences,  and  the 
older  alcoholic  delinquent  who  commits  trivial  offences.  They,  to- 
gether, make  up  12  per  cent  of  all  criminal  offenders,  not  counting 
traffic  offences. 

The  former  type  commits  acts  of  violence  and  property,  and 
severe  crimes  more  frequent  in  this  group  than  in  comparable 
groups  of  delinquents.  This  offender  comes  from  an  incomplete 
home,  has  a low  educational  record  and  belongs  to  the  social  group 
of  the  unskilled  labourer.  There  is  a basic  character  disorder,  and 
the  role  of  alcohol  in  his  offences  is  merely  that  of  an  “agent 
provocateur”. 

On  the  other  hand,  the  latter  group  consists  of  people  of  higher 
social  classes  with  a good  educational  and  occupational  record, 
who  do  not  start  having  brushes  with  the  law  before  the  age  of  40 
or  more.  Their  offences  are  minor  in  nature,  and  are  due  to 
changes  in  their  personality  due  to  excessive  alcohol  consumption. 

L.  van  der  Horst  ( Amsterdam)  discussed  the  possibilities  of 
treating  alcoholic  delinquents  as  evidenced  from  the  penal  practice 
in  Holland.  Here  the  principle  of  guilt  is  combined  with  the  disease 
concept  of  alcoholism.  Treatment  for  alcoholism  can  be  compuls- 
ory with  or  without  preceding  penalty.  Important  therapeutic  meas- 
ures are  conditioning,  medical  guidance,  and  re-education  and  re- 
socialization. Group  therapy  has  a place  of  choice  in  the  thera- 
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peutic  armamentarium,  although  more  directive  and  demanding 
approaches  are  preferred  to  the  more  permissive  and  tolerant 
attitudes. 

Discussing  alcohol  and  sexual  offences,  K.  Wagner  (Mainz) 
outlined  various  degrees  of  influence  of  alcohol  on  the  person  of 
the  sexual  offender  and  his  offence.  In  his  view,  the  significance  of 
alcohol  consumption  as  the  original  and  profound  cause  of  the 
sexual  offence  is  small.  However,  the  influence  of  alcohol  as  a 
trigger  mechanism  for  the  implementation  of  the  offence  and  for 
the  loss  of  control  in  the  criminal  act  as  such,  is  considered  decisive. 
Participating  in  the  discussion,  M.  Tyndel  (Toronto,  Canada) 
brought  dynamic  viewpoints  held  on  the  North  American  continent 
to  the  attention  of  the  audience  consisting  of  members  of  the  legal 
and  medical  professions,  sociologists  and  educators  from  several 
European  countries. 

Handbook  on  Addiction  and  Abuse 

The  year  1964  brought  an  event  which,  to  this  writer,  has  some 
significance,  viz.,  the  publication  of  a handbook  on  addiction  and 
abuse,  by  F.  Laubenthal  (Essen)  with  an  impressive  list  of  co- 
workers who  are  experts  in  this  field  of  research  and  practical 
endeavour.  This  time  the  problems  of  addictions  have  been  in- 
cluded in  those  areas  which  were  covered  by  “handbooks”  with 
their  great  tradition  in  German  science  and  medicine  in  the  past. 
They  consist  of  pooled  information  presented  by  a group  of  authors 
under  the  direction  of  the  editor  who  coordinates  the  work  in  the 
sense  of  up-to-date  presentation  of  the  topics  involved,  adequate 
distribution  of  space  and  emphasis,  proper  representation  of  refer- 
ences from  the  international  literature,  and  avoidance  of  overlapping 
and  omissions.  To  this  writer’s  knowledge,  there  is  no  comparable 
comprehensive  work  on  addictions  in  the  English-speaking  literature. 
(Jellinek’s  plans  for  an  encyclopedia  on  alcohol  problems  were 
deferred  through  his  untimely  death.) 

The  handbook’s  subtitle,  “A  Comprehensive  Handbook  for 
Physicians,  Jurists  and  Educators”  indicates  the  broad  range  of  pro- 
fessional persons  who  are  taking  an  interest  in  addictions  and  who 
require  appropriate  information.  Space  does  not  permit  a detailed 
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discussion  of  the  topics  covered  in  this  book.  It  may,  however  be 
of  some  interest  to  list  the  headings  of  the  individual  papers,  showing 
a broad  range  of  information. 

F.  Laubenthal  discusses  several  problems  of  abuse,  addiction  and 
habituation.  (Problems  of  addictions  without  drugs,  e.g.  overeating, 
gambling,  sexual  deviations,  etc.,  are  mentioned  but  not  thoroughly 
discussed.)  M.  P.  Engelmeyer  (Muenster)  writes  on  somatic  and 
psychological  effects  of  addictive  substances  and  psychotropic 
drugs.  H . Sattes  (Wuerzburg)  presents  general  psychopathologic 
problems  in  abuse  and  addiction,  and  W.  Schoellgen  (Bonn)  pre- 
sents existentialistic  viewpoints  of  the  addicted  person. 

The  pharmacology  and  toxicology  of  the  most  important  ad- 
dictive substances  is  presented  by  F.  Eichholtz  (Heidelberg),  the 
pathology  of  the  diseases  caused  by  alcohol  and  addictive  sub- 
stances and  drugs  by  W.  Mueller  (Essen)  psychiatric  syndromes  by 
A.  Heymer , W.  V.  Lelbach  and  H.  Broicher  (Bonn). 

Legal  problems  in  connection  with  addictions  are  discussed  by 
W.  Creutz  (Neuss)  and  administrative  questions  by  G.  W.  Lagarie 
and  M.  Weidemann  (Essen). 

Medical  treatment  in  general  hospitals,  in  state  hospitals,  in 
special  treatment  centers,  by  psychiatrists  and  by  general  practi- 
tioners is  discussed  by  W.  Schird  and  H . Huhn  (Koeln)  F.  Pause , 

G.  Mentzel  and  G.  Kockatt  (Duesseldorf),  O.  Hermanns  (Essen- 
Heirdhausen),  H.  W.  Janz  (Ilten),  W.  Schulte  (Tuebingen)  and 
W.  Steinbrecher  (Essen). 

K.  Wagner  and  H.  J.  Wagner  (Mainz)  discuss  traffic  problems 
arising  out  of  abuse  and  addiction  to  alcohol  and  drugs,  and  W. 
Baumeister  (Freiburg  I.  Br.)  presents  the  aims,  experiences  and 
possibilities  of  the  temperance  organizations  represented  in  the 
German  Central  Office  against  the  dangers  of  addiction. 

Of  particular  interest  are  the  reports  from  a number  of  countries 
concerning  experience,  organization  and  research.  G.  Lundquist 
(Stockholm)  reports  from  the  Scandinavian  countries,  P.  Kielholz 
(Bale)  from  Switzerland,  H.  Witter  (Homburg-Saar)  from  France, 

H.  Hoff  and  K.  Kryspin-Exner  (Vienna)  from  Austria,  O.  Lustig 
(Schussenred)  from  the  Soviet  Union,  H . Solms  (Geneva)  from 
Canada,  and  W.  O . Jahrreiss  (Baltimore)  from  the  United  States. 


[28] 


In  addition  to  these  repons,  H.  Solms  (Geneva),  a former 
visiting  Fellow  of  the  Alcoholism  and  Drug  Addiction  Research 
Foundation  of  Ontario,  discussed  the  sociological,  cultural,  economic 
and  regional  differences  in  the  consumption  of  alcohol  and  in 
alcoholic  conditions.  W.  Steinbrecher  (Essen)  presented  the  clinical 
syndromes  — particularly  neurological  — in  connection  with  ad- 
diction to  a great  variety  of  addictive  substances  and  drugs,  among 
them  antidiabetic,  antiepileptic,  antirheumatic,  antiasthmatic  drugs, 
and  laxatives. 

The  presentation  of  the  book  is  excellent  and  the  number  of 
references  from  the  international  literature  is  impressive.  But  what 
appears  more  important  is  the  fact  that  transcultural  and  interna- 
tional cooperation  is  on  the  increase,  and  will  certainly  lead  to 
progress.  To  give  just  one  example,  transcultural  research  is  in 
progress  between  St.  Wieser  (Bremen),  a former  visiting  Fellow  of 
the  Alcoholism  and  Drug  Addiction  Research  Foundation  of  On- 
tario, and  this  writer. 

The  aim  of  the  foreging  survey  was  to  present  some  develop- 
ments and  trends  in  the  field  of  alcoholism  and  addiction  research 
in  Europe  over  the  past  three  years,  as  evidenced  by  scientific 
papers  delivered  at  two  European  meetings  and  a number  of  papers 
published  in  a handbook.  No  doubt,  progress  in  the  field  is  being 
made,  endeavors  in  this  area  are  becoming  increasingly  acceptable 
by  large  segments  of  society,  and  a scientific  approach  is  gradually 
replacing  the  moralistic-punitive  attitude,  although  empirical 
methods  used  in  the  management  of  some  types  of  addiction,  such 
as  the  Alcoholics  Anonymous  movement,  are  still  needed  and  most 
likely  will  be  in  years  to  come.  ■ 
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Research  — An  Attitude  of  Mind 


And  then  there  are  other  kinds  of  research: 

— Research  into  practical  questions  of  the  day  about  how  avail- 
able and  planned  treatment  facilities  can  meet  the  needs  of  the 
province’s  addicted  population  today,  next  year,  and  10  or  20 
years  hence. 

— How  Ontario  and  Canadian  laws  and  law  enforcement  pro- 
cedures can  make  greater  gains  in  reform  and  rehabilitation  of 
addicted  citizens  caught  up  in  society’s  protective  machinery. 

— How  the  churches  can  join  together  in  common  concern  for 
boosting  the  morale  of  people  and  improving  society  so  that  life 
will  be  more  satisfying,  more  meaningful,  and  less  harassing;  and 
so  individuals  will  have  less  need  for  “chemical  comfort”. 

— How  out-of-school  youth  can  be  reached  with  ideas  in  words 
and  pictures  that  will  help  to  protect  them  against  the  complications 
in  which  alcohol,  goofballs,  marihuana,  etc.,  can  entrap  them. 

— How  the  Foundation  can  do  its  job  so  well  that  ultimately 
it  can  work  itself  right  out  of  business. 

Such  questions,  or  fragments  of  them,  emerge  whenever  two  or 
more  Foundation  staff  members  get  together  and  talk  about  their 
work.  They  are  raised  at  staff  meetings  and  at  the  succession  of 
conferences  and  seminars  that  bring  to  Foundation  offices  across 
the  province  an  endless  flow  of  concerned  professional  and  com- 
munity leaders.  The  blending  and  inter-action  of  such  observations, 
impressions,  intuition,  and  speculation  can  hardly  be  called  re- 
search; and  yet,  when  considered  carefully  and  assessed  in  the  light 
of  some  more  formal  investigation,  these  searchings,  too,  can  have 
real  value. 

The  late  Dr.  E.  M.  Jellinek  had  great  faith  in  practical  search- 
ing for  solutions  by  people  of  interest,  intelligence,  and  goodwill; 
just  as  he  had  faith  in  the  observation  and  recording  powers  of 
good  writers.  He  commented  on  more  than  one  occasion  that 
novelists  have  sometimes  provided  better  records  of  the  drinking 
customs  of  a society,  for  example,  than  have  some  sociologists  and 
anthropologists;  and  some  journalists  have  published  more  meaning- 
ful accounts  in  newspapers  and  magazines  than  one  finds,  at  times, 
in  the  learned  journals. 
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Some  of  the  research  into  questions  of  alcoholism  and  drug 
addiction  in  Ontario  can  actually  be  said  to  be  carried  out  by  news- 
paper reporters,  magazine  writers,  and  the  men  and  women  who 
serve  the  public  in  responsible  radio  and  television  production. 
These  people,  of  course,  do  a great  deal  of  public  education  work, 
but  in  preparing  their  articles  and  scripts  the  best  of  them  engage 
also  in  fairly  exhaustive,  informal  research  activity.  The  Founda- 
tion appreciates  this  fact  and  strives  to  keep  the  communication 
channels  flowing  freely  to  and  from  the  mass  media. 

Research  is  really  an  attitude  of  mind,  rather  than  a technique 
or  laboratory  method.  It  is  a willingness  to  look  critically  at  what- 
ever may  claim  one’s  attention,  including  subjects  in  which  one 
may  have  a vested  interest  and  about  which  one  is  most  likely  to 
be  defensive.  It  is  the  Foundation’s  intention  that  such  a state  of 
research-mindedness  should  prevail  across  all  parts  of  the  organiza- 
tion— far  beyond  the  Research  Division  proper,  or  the  Special 
Projects  section  of  Head  Office,  or  the  research  operations  in  the 
Education  Division  and  in  branch  and  regional  centres.  ■ 


LETTER  TO  THE  EDITOR 


I have  just  finished  reading  a reprint  from  the  quarterly  periodi- 
cal published  by  the  Alcoholism  and  Drug  Addiction  Research 
Foundation  of  Ontario.  It  is  called  “Papers  on  Drugs/' 

First  off  I had  better  mention  the  fact  that  I am  a drug  patient 
at  the  Foundation.  We  have  also  just  elected  a committee  (the 
first  out-patient  one  in  Canada)  of  which  I am  also  a member. 

In  your  article  on  “The  Vocabulary  of  the  Addict”  I auto- 
matically presumed  that  you  were  referring  to  the  Canadian  addict, 
as  it  appears  that  the  majority  of  articles  contained  in  this  pamphlet 
are  written  by  Canadians. 

My  objection  is  to  the  slang  words  you  have  given  to 
“marihuana”.  I have  not  smoked  it  too  much,  but  I know  every 
slang  word  for  it  that  we  have.  I have  also  discussed  this  with 
other  addicts  and  not  one  of  them  has  heard  of  marihuana  referred 
to  in  your  terms. 

Please  believe  that  I am  not  trying  to  make  an  issue  out  of  this, 
but  just  wanted  to  let  you  know  what  we  do  call  marihuana  in  slang. 

The  slang  we  use  is:  “pot”,  “weed”,  “tea”,  or  “grass”.  A 
marihuana  smoker  is  known  as  a “viper”  or  “hophead”. 

As  far  as  the  rest  of  your  article  is  concerned,  I myself  found 
it  quite  well  written.  It  is  too  bad  that  there  are  not  more  people 
like  you  to  give  the  public  a better  understanding  of  the  addict. 
We  do  hope  that  through  our  own  committee  we  shall  gain  some 
recognition.  Addiction  is  a sickness  just  as  alcoholism  is.  The 
Alcoholism  and  Drug  Addiction  Research  Foundation  has  been  the 
greatest  thing  for  myself  and  I know  the  other  addicts  feel  the  same 
way.  The  rest  of  the  battle  is  up  to  us  now,  and  in  plain  English 
“We  shall  try  to  put  up  one  hell  of  a fight  to  gain  the  recognition 
we  want.” 

I hope  to  read  some  more  articles  by  you  as  basically  you  seem 
to  know  what  you  are  writing  about.  We  only  wish  we  had  more 
like  you.  (Signature) 

PHOTOGRAPHS  in  this  issue  by  Gilbert  A.  Milne  & Co.,  Mrs.  P.  Rowe, 
Ontario  Dept,  of  Health,  and  Miss  Ann  Kent. 
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